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ADDRESSES AND ORIGINAL ARTICLES - 


THE PURSUIT OF SHADOWS * 


By Srr WALTER LANGDON-BrRown, M.D. Camb., 
Hon. D.Sc. Oxon., F.R.C.P. Lond. 


EMERITUS PROFESSOR OF PHYSIC, 
CONSULTING PHYSICIAN, 8ST 


UNIVERSITY OF CAMBRIDGE 
BARTHOLOMEW’S HOSPITAL 


THE danger of prophecy can hardly ever have been 
more strikingly demonstrated than when Charles 
Pearson wrote the final sentences of his book 
““ National Life and Character” in 1893. Here was 
a highly educated and experienced man who antici- 
pated a world becoming steadily quieter and duller. 
In every detail his expectations have been falsified 
and in none more than when he said that all the 
great scientific discoveries had already been made. 
For only two years later X rays were discovered and 
radium after about one year more. When Roentgen 
first gazed through a glass darkly he would have 
needed more than prophetic vision to have anticipated 
what we have seen since—the veil of the temple 
of orthodox physics rent in twain to reveal a changed 
conception of matter ranging from the macrocosm 
of the starry heavens to the microcosm within the 
atom ; a clock by which to measure geological time, 
the philosopher’s stone no longer the alchemist’s 
dream. Surely no magician’s crystal could have 
revealed greater wonders than these. When the 
public orator presented Marconi for his honorary 
degree at Cambridge he quoted happily from a 
Latin poet, “‘ My room was filled with music and I 
knew it not.” In many directions new forces were 
being released, the full powers of which we did not 
realise, That medicine should share in this renais- 
sance was only to be expected ; fortunately it shared 
to the full. And here may we pause for a moment 
and gratefully recall those pioneers who blazed a 





trail and fell in the adventure; the men who 
unharnessed these new forces and fell victims to 
them. Surely they deserve as well of their fellow 


men as those who perished amid antarctic snows 
or on mountain peaks. By their works you have 
entered into your kingdom securely and without 
fear. 

Well I remember the announcement of that great 
discovery ; the transient scepticism with which it 
was first received was speedily dispelled by the 
demonstration of actual photographs; I remember 
the first installation of X rays at St. Bartholomew’s 
Hospital as a mere adjunct to the electrical depart- 
ment there by Dr. Lewis Jones. I remember Lock- 
wood’s sardonic prophecy that actions for malpraxis 
in the matter of the treatment of fractures would be 
multiplied by the discovery. I remember Hardy (later 
Sir William Hardy) taking me into a dark room and 
producing a small tube called a spintharoscope, 
wherein [I saw stars and meteors emanating from 
radium. I remember the excitement of W. B. 
Cannon’s first observations by a bismuth meal of the 
gastric movements of the cat’s stomach ; I remember 
the earliest attempts of Hugh Walsham to X ray 
the chest. But why should I take up your time over 
such jejune reminiscences when the January number 
of the British Journal of Radiology is enriched by 
Mr. Thurstan Holland’s fascinating paper on Radio- 
logy in 1896, and by Mr. R. E. Roberts’s admirable 
disquisition on ‘‘ Our Heritage’? ? Also you will 


* The Skinner lecture delivered before the British Association 
of Radiologists on Feb. 18th, 1938. 
5989 





hardly expect me to recapitulate all the changes in 
medicine which have resulted from the introduction 
of X rays. Nor would you thank me for repeating 
the trite admonition physicians are fond of administer- 
ing to radiologists that the interpretation of shadows 
is not the whole of diagnosis. Rather would I 
attempt to discover the changes which radiology 
has wrought in what I may term, for lack of a more 
accurate phrase, the philosophy of medicine. 
PROGRESS OF 


MEDICAL THOUGHT 


Though Harvey introduced the experimental 
method it was too far in advance of the medicine of 
his day to affect it, although the physiology of the 
next half century derived directly from his discovery. 
Clinical medicine rather followed the lead of Sydenham 
until the middle of the nineteenth century. Bright 
and Addison in England, Graves, Stokes, and Corrigan 
in Ireland were among the distinguished exponents 
of his method. I sense to-day a tendency among 
some leading physicians to deplore the increasing 
reliance on laboratory methods which are apt to dull 
clinical observation. There is truth in this—any 
examiner must lament the way in which the candidate 
refuses to form an opinion without such aids. Clinical 
observation was the method which in comparatively 


recent times recognised myxedema, acromegaly, 
and Fréhlich’s syndrome among other conditions. 


Yet we cannot but be surprised at the failures and 
delays of the unaided clinical method. Two centuries 
elapsed between Willis’s discovery of a saccharine 
substance in the urine of diabetics and Kussmaul’s 
observation that such patients were apt to develop 
air-hunger and to die in coma. Coronary thrombosis 
is a recent discovery, yet Prof. Ryle has found in 
John Hunter’s account of his own case an accurate 
description of the symptoms and on turning to the 
record of the post-mortem examination of that 
great man he found evidence of an old thrombosis 


clearly described, without its significance being 
recognised, The liability of auricular fibrillation to 


occur in hyperthyroidism was not realised until the 
last decade. Obviously the method of unaided clinical 
observation has unexpected limitations. I am 
reminded of a remark that I once heard Sir James 
Paget make—when he heard of a new disease he 
turned to his note-books and found an unrecognised 
example of it there. 

The first aid to clinical medicine to become 
established was morbid anatomy. Of this Bichat 
was the earliest but Virchow the most complete 
exponent. The influence of his cellular pathology 
was profound. No one can delve into the transactions 
of the old Pathological Society as I have done without 
realising the enormous mass of sound knowledge 
which was built up in this country on that founda- 
tion. But it had its limitations, of which we later 
became aware, It dealt with end-results and it led 
to a nihilistic attitude towards therapeutics. How 
could such profound changes, they asked, be prevented 
by a bottle of medicine ? 

The next aid to clinical medicine was the experi- 
mental method which was only fitfully followed after 
Harvey until the days of Ludwig, about the middle 
of last century. How comparatively recent this 
method is, is borne in on me by recollecting that 
one of my teachers, W. H. Gaskell, worked under 
Ludwig, and another of them, Lauder Brunton, was a 
joint author of the first text-book of practical physio- 
logy published in this country. The defects of both 


AA 





See a © 


sme ps 





~~ trea 


1318 THE LANCET] 


of these methods were cleverly lampooned by the 
late Dr. F. G. Crookshank under the names of the 
mortuary and the veterinary schools of medicine. 
The limitations of the first I have indicated ; those 
of the second he arraigned thus, ‘‘ What is traced 
on a smoked drum is regarded as evidence—but 
what the patient says is not evidence.” Whereas it 
really is evidence even if it is demonstrably untrue, 
because it reveals the patient’s state of mind. 

Next came the bacterial theory of disease, with its 
helpful corollaries of antitoxin and vaccines, The 
reverse of that picture was the failure to appreciate 
the importance of the soil and an over-stressing of the 
importance of the seed. 

And so we reach the stage at which two entirely 
new methods came to our aid—radiology and bio- 
chemistry. Physiological chemistry we had long 
had with us—but here again it was end-products 
which were chiefly its concern. The change to 
biochemistry was more than a change of name— 
it implied a change of mental attitude—an attempt 
to estimate the chemical changes within the living 
cell—a change from a static to a dynamic position: 
And here I think we have the essence of the change 
wrought in medicine not only by biochemistry but 
also by radiology. 


A TEAM OF THREE 


The first Skinner lecturer, Dr. Hernaman-Johnson, 
last year in his closing remarks provided me with a 
point from which to start the discussion of that 
change. He said ‘* Radiotherapeutics, if it is to 
progress, must not ally itself exclusively with surgery 
and physics but must look to medicine for guidance 
and more particularly to those branches of it which 
are known as endocrinology and biochemistry.” 
I would extend that wise remark and apply it to 
radiology in general and illustrate it by a succinct 
example. 

Generalised osteitis fibrosa cystica of the von 
Recklinghausen type had been recognised and 
adequately described radiologically for a good many 
years before endocrinology revealed the cause in a 
parathyroid adenoma. Radiology has led to the 
description of certain other types of widespread 
cystic conditions of bone, which I shall refer to in a 
minute, but it required the biochemist to establish the 
differential diagnosis between them and von Reckling- 
hausen’s type by means of calcium and phosphorus 
estimations of the blood. In this connexion I should 
like to refer to three interesting papers published by 
F. Albright last year in conjunction with various 
collaborators. 

The first of these deals with minimal degrees of 
hyperparathyroidism. He maintains that many 
cases of this condition are missed because of the 
absence of skeletal symptoms and indeed of X ray 
signs. There is lassitude, colic, and nephrolithiasis, 
while the serum calcium is only slightly raised and 
the plasma phosphatase remains normal. For the 
recognition of the true nature of such cases it is 
necessary to take a number of other biochemical 
data into account, and also the calcium content 
of the renal calculus. Note the interesting sequence 
of events. First radiology recognises the condition ; 
then endocrinology and biochemistry explain it. 
Then the clinician becomes able to detect it in a 
much earlier stage, but finally comes back to the 
radiologist to help him in proving the existence of 
the tell-tale calculus. 

His second paper deals with a condition to which 
he has given the name of renal osteitis fibrosa cystica. 
Now for some years it has been known that chronic 
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nephritis might have an effect upon the parathyroids. 
My attention was called to the subject by the case 
of a boy aged 4 when I first saw him, suffering from a 
remarkable type of familial nephritis. He died of 
uremia at the age of 16 and post-mortem examina- 
tion revealed that his parathyroids were about ten 
times the normal size. A study of the literature 
showed that if nephritis is sufficiently chronic, 
enlargement of the parathyroids not infrequently 
follows. According to H. A. Magnus and R. Bodley 
Scott, it is depletion of the calcium stores in the 
tissues which stimulates the parathyroids to a 
compensatory hyperplasia. F. 8. Langmead and 
J. W. Orr writing or renal rickets associated with 
parathyroid hyperplasia expressed the belief that 
the honeycombing of the bones in this disease (apart 
from the rickety changes) is due to osteoclastic 
activity resulting from the secondary parathyroid 
activity. Here again we have some valuable observa- 
tions linking radiology with endocrinology and the 
biochemistry of chronic nephritis. 

Albright’s third communication relates to a new 
syndrome, osteitis fibrosa disseminata, which may 
well be confused with, but must be distinguished 
from, that associated with hyperparathyroidism. 
It usually occurs in females, The characteristic 
features are (a) multiple bone cysts which have a 
distribution suggesting a relation to nerve-roots 
or to an embryological defect in the myotomes ; 
(b) areas of pigmentation which have a distribution 
suggesting some connexion with the bone cysts; 
and (c) precocious puberty, though this has not been 
observed in the rare male cases. The bony manifesta- 
tions differ from those of hyperparathyroidism in 
that they are spotty rather than generalised, but the 
main distinction is that there are no changes in 
calcium or phosphorus metabolism. I think this 
must be the same or allied condition as that described 
by Snapper of Amsterdam, in which the cysts are 
filled with lipoid material such as occurs in the liver 
in von Gierke’s disease. He pointed out the prime 
importance of biochemical investigation before under- 
taking a roving commission among the parathyroids 
on radiological evidence alone. 

When Prof. Snapper was recently in England I 
heard him make the somewhat perturbing statement 
that persons who had long survived an amputation 
of a limb for an alleged osteosarcoma were really 
merely the subject of an osteoclastoma and that a 
biochemical examination would have saved the 
limb. This implies that hyperparathyroidism may 
become quiescent, but in any case I think this series 
of cases fully confirms Dr. Hernaman-Johnson’s 
advocacy for a close collaboration between radiology 
on the one hand and endocrinology and biochemistry 
on the other. 


THE NEW OUTLOOK 


I may now return to my main contention: that 
radiology like biochemistry has signalised a change 
from a static to a dynamic outlook. Life involves 
movement ; it is a state of becoming rather than of 
merely being. Think for a moment what the teaching 
of anatomy was in our student days and compare 
it with what is happening in most schools to-day. 
As far as the viscera were concerned we were taught 
almost as much error as truth. For years the shape 
and position of the stomach was misconceived, for 
example. To-day the student sees on the screen the 
stomach as it is in life and activity ; he learns its 
variability within the limits of normal, and we too 
have had to learn the wide variations in the position 
of the colon compatible with health and normal 
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function. ‘‘ Son of Man can these dry bones live ? ” 
How often I repeated those words as I dolefully 
studied them with Holden’s ‘“ Osteology” by my 
elbow. To-day the student sees them living and 
moving on the fluorescent screen. How much more 
interesting and how much more informative. 

Then think of the fascinating studies that have 
been made not only in the normal growth of bone 
but of the arrest of that growth by any intercurrent 
disease, so that we bear in our bones a recording 
angel of our past history. ‘‘The moving finger 
writes and having writ—’’ the record remains for 
all time, so that even a mummified Pharaoh exhumed 
from the Valley of the Kings tells us of the childish 
ailments he suffered from some thousands of years 
ago. ‘“‘ Nothing ever gets quite well” as Sir George 
Humphry used to tell us at Cambridge, wagging his 
long forefinger menacingly in our terrified faces, 
though he might have reassured us with equal truth 
as to the extraordinary capacity of the body to make 
readjustments nevertheless. 

A further advance was made when it was realised 
that X rays could not only make growth manifest 
but could modify it. Here radiological and biological 
research were happily combined in the study of tissue 
cultures. Just as Loeb had previously induced 
parthenogenesis in sea-urchins’ eggs by chemical 
means, so now it was found possible by irradiation 
of tissue cultures to influence the mitosis of cells. 
Interesting and valuable researches began to emanate 
from the Strangeways Laboratory at Cambridge and 
elsewhere. The optimum intensity of gamma rays 
for reducing mitosis in tissue cultures has been 
actually measured. The effects of irradiation in vitro 
and in vivo were found to be similar, though naturally 
the precise response of embryonic tissue varies 
according to the presence or absence of a blood- 
supply. This method of study was largely initiated 
by the urgent need for more exact knowledge of the 
way irradiation influenced the embryonic cells of 
malignant disease, and we must deplore the all too early 
death of R. G, Canti, by which we lost an ingenious 
and successful worker in that field. It may well be 
that before the problem of malignancy is solved some 
discovery will have to be made which breaks new 
ground as definitely as did in turn the discovery of 
micro-organisms, viruses, hormones, and vitamins. 
Still at the moment it is the radiological and the 
biochemical methods of approach which are offering 
the most hope. 


STIMULANTS OF GROWTH 


A great step forward was taken when the Needhams 
and Waddington showed that Spemann’s “ organisers ”’ 
in the embryo are not cellular structures but chemical 
substances. The best known of these is the one which 
organises the first appearance of a central nervous 
system in the embryo. This is a sterol closely related 
chemically to estrogenic compounds, which in their 
turn are closely related to carcinogenetic substances 
on the one hand and to bile acids and vitamin D 
on the other. This chemical relationship between 
various stimulants to normal growth and those to 
abnormal growth is both interesting and important. 

Carcinogens can excite cestrus and cestrin can have 
carcinogenetic effects. Human skin heated to a 
very high temperature will yield a tarry substance 
which is as carcinogenetic as any derived from coal 
tar. A strongly carcinogenetic substance has also 
been synthesised by J. W. Cook from deoxycholic 
acid, a sterol in bile. Therein is a hint at the explana- 
tion of the known close association between gall- 
stones and cancer, Again, if fertilisation is delayed 
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in amphibia, the organiser may escape from its 
proper site and set up teratomata capable of wide 
metastasis, This throws new light on the origin 
of the so-called ‘‘ included twins.”’ In this connexion 
it is interesting that Aschheim has found the gonado- 
tropic hormone of pregnancy in the urine of patients 
suffering from a teratoma even in the case of a man. 
This may provide a test of real diagnostic value. 
The rdle of vitamin E in reproduction is also 
instructive. In its absence the embryo throws out 
a rapidly proliferating ‘“‘ lethal ring” of new growth, 
thus committing suicide by cutting itself off from 
its own food-supply. Here the vitamin appears to 
impose order on what would otherwise be a dis- 
orderly growth, just as vitamin D controls irregular 
ossification. 


POTENTIALITIES OF IRRADIATION 


From this collection of amazing facts two definite 
conclusions emerge: (1) the overlap between the 


activities of these various stimulants to growth 
is very considerable; (2) from sterols normally 


occurring in the body a deranged metabolism may 
produce specific carcinogenetic substances which 
will stimulate certain cells to wild proliferation. 
If the bombardment of metallic elements with gamma 
rays can change them into atoms of something else 
it is only likely that irradiation can affect the 
complicated structure of a sterol, since, as we already 
know, heat alone can change sterols normally present 
in the skin into an actively carcinogenetic substance. 
But exact knowledge of such difficult problems 
clearly calls for the combined efforts not only of the 
radiologist and the organic chemist but also of the 
biochemist, for it has been maintained that the end- 
result of radiation is a combined effect not only 
directly on tumour cells but also indirectly through 
the reaction excited in the tissues of the host. This 
latter effect is one which has a parallel in the action 
of various therapeutic drugs such as Salvarsan, and 
in the behaviour of antigens. Clearly there is an 
enormous field for research here. Meanwhile the 
physicist with his newly acquired power of producing 
artificial radio-activity may throw fresh light on 
these reactions. I should like to call your special 
attention to a recent paper by Mr. L. G. Grimmett 
in Nature visualising some of the possibilities arising 
therefrom with special reference to the behaviour 
of the neutron. He says :— 


The neutron has peculiar and novel properties 
which may make it of particular value in radiation 
therapy. To mention only two: it is more heavily 
absorbed in the hydrogermous tissues of the body 
than in the bones, and it ionises by means of recoil 
protons which give densely ionised tracks, in striking 
contrast to the characteristics of X and gamma 
radiation, where absorption is roughly proportional 
to the density of the absorbing medium, and ionisa- 
tion proceeds by means of thinly ionised recoil 
electron tracks. For these reasons alone, it might 
be anticipated that neutrons would produce different 
biological effectsfrom X rays. Indeed the preliminary 
experiments of Lawrence and his collaborators on 
the effects of intense neutron beams on wheat seedlings, 
mouse tumours, and other living organisms, indicate 
that neutrons are more effective biologically than 
X rays, and what is perhaps more significant for 
therapeutical purposes, that they have a greater 
‘“ selective action ’” than X rays; that is to say, they 
inflict relatively greater damage on malignant cells 
than on normal ones. 

Artificial radio-elements have already proved their 
worth as chemical and biological indicators. Elements 
can be “labelled”? by mixing with them a small 
quantity of a radio-active isotope, and their subsequent 
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history traced through the most complicated chemical 
actions by means of the associated radio-activity. 
In this way, for example, the metabolism of calcium 
and phosphorus in the body of the rat has been 
studied. 

Now that it is becoming possible to produce short- 
lived radio-active isotopes of the common elements 
in large quantities, measurable in millicuries, we 
may hope to extend the scope of chemotherapy 
by the use of radio-active organic compounds, the 
therapeutic action of which would depend on their 
radio-activity rather than on their chemical properties. 

LIGHT FROM DARKNESS 

If the production of artificially radio-active 
substances is full of therapeutical promise the 
diagnostic scope of radiology has already been 
enormously increased by the discovery of other radio- 
opaque substances besides bismuth and barium ; 
compounds of the heavy halogens such as Opacol, 
Uroselectan, and Lipiodol, whereby a much more 
living presentment of the activities of the gall- 
bladder, kidney, and lung have been obtained. The 
last-named has not only clarified our ideas on 
bronchiectasis in general but has led to the recognition 
of dry bronchiectasis. 

The story of its discovery bears re-telling. It 
was first used therapeutically for fibrositic pains. 
Sicard and Forestier taking an X ray picture of a 
hip-joint for suspected arthritis were surprised to 
see dark fan-shaped lines radiating inwards from 
the surface. Then they remembered that the patient 
had had an injection of lipiodol for the relief of pain 
the week before, and were quick to see the far-reaching 
implications of their discovery. I had the pleasure 
of seeing the original photograph of this when I 
visited their clinic in 1926. 

It would indeed be difficult to mention a single 
medical subject of which our knowledge has not been 
extended by radiology, but I will not weary you with 
reciting a long list. It is not merely by the use of 
opaque substances that such advances have been 
made, for the introduction of air into the chest, 
the peritoneum, and even into the ventricles of the 
brain has also come to our aid. Indeed the radical 
advances in the early diagnosis and active treatment 
of pulmonary tuberculosis are largely due to the 
coéperation of radiology. 

It is however germane to my particular thesis 
of the change from static to dynamic conceptions 
of disease to refer to the more vivid representations 
that the introduction of the cinematograph into 
radiology has made possible ; a subject with which 
the name of Dr. Russell Reynolds is honourably 
associated. As to the harmful effects of irradiation 
on the tissues there is I think nothing I can add to 
the classical paper of my distinguished predecessor 
at Cambridge, Sir Humphry Rolleston. 

* * * 


On the staircase of the great hall of St. Bartholo- 
mew’s Hospital is a large wall-painting by Hogarth 
of the Pool of Bethesda. Looking at it recently, 
with this lecture in my mind, I remembered the 
belief that the pool only had healing properties 
when from time to time an angel descended and 
troubled the waters. And it occurred to me that 
the healing pool of medical science was a little in 
danger of becoming stagnant in the last decade 
of the last century until it was stirred by Hertzian 
waves, Then the whole conception of matter was 
speedily changed. We know that this visible world 
presents a very different picture to our senses from 
that interpreted by the brain of a Rutherford. 
Reality and appearance, what a fruitful theme this 
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has been for philosophers to play variations upon ; 
what a puzzling problem for the students of objective 
science. 

I am reminded of Plato’s parable of the cave—he 
said, you will remember, that we are like men facing 
the wall in a cave so that all we could see were the 
shadows of things passing in the world outside ; so 
wide was the gulf between reality and appearance. 
To-day we know that the gulf between the world 
as we see it and as we can analyse it yawns ever 
wider with every advance of science. Reflecting 
on Plato’s parable. it is interesting to see how the 
pursuit of the very shadows of shadows has illuminated 
and extended our conceptions of the real world. 
But though we pursue we shall never completely 
attain, yet there will be much satisfaction in the 
pursuit, for as Robert Louis Stevenson said ‘“ to 
travel happily is better than to arrive.’ Scientific 
curiosity is never satiated and it never palls. In 
your pursuit of scientific truth through shadows you 
will be like the figures on Keats’ Grecian urn :— 

** Though winning near the goal—yet, do not grieve ; 

She cannot fade, though thou hast not thy bliss, 
For ever wilt thou love, and she be fair! ”’ 
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THouGu the term splenic anemia was first employed 
by Griesinger and Gretzl (1866) for cases of anemia 
associated with chronic splenic enlargement, the 
first systematic description of splenic anemia as a 
pathological entity was given by Guido Banti (1883). 
Later he described the ‘“symptom-complex and 
anatomo-pathological complex” which has since 
been known as Banti’s disease (Banti 1894, 1898, 
and 1910). He divided the illness into three stages 
as follows : 


I. Pre-ascitic stage (now usually termed “ splenic 
anemia’’).—Enlargement of the spleen, usually 
very great when discovered, is the presenting feature, 
and symptoms of anemia follow. The red cells 
vary between 3 and 4 million per c.mm., the hemo- 
globin being correspondingly low, so that the colour- 
index is about half. The white cells are not increased, 
and often there is a leucopenia. The liver may be 
enlarged at the end of this stage, which usually lasts 
3—5 years but may be as long as 12 years. 

Il. Intermediary stage—In this stage, usually 
lasting a few months but sometimes longer, gastro- 
intestinal disturbances set in and there may be 
hematemesis. The anwmia increases, the liver 
enlarges, but the spleen remains about the same size. 
The urine is diminished in amount and contains 
bile pigments and urobilin. 

Ill. Ascitic stage——Ascites appears, whilst the 
liver decreases in size and recedes behind the costal 
margin, and the anemia becomes more pronounced. 
Death as a rule occurs within six months, usually 
from hepatic insufficiency or hematemesis. 

Banti held that in its third stage the disease is 
indistinguishable from advanced portal cirrhosis of 
Laennec, and in its earliest phase from “splenic 
anemia.” He described the pathological changes 
in the spleen as constant and characteristic and 
claimed to have excluded all other causes of splenic 
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enlargement, but many controversies have arisen 

since he wrote his original description, and there is 

much to support the view that so-called Banti’s 

disease and splenic anemia are but “clinical 

syndromes ” which may have many different causes. 
SCOPE OF THE INVESTIGATION 

In the present investigation a survey was made 
of all cases diagnosed as splenic anemia or Banti’s 
syndrome admitted to the London Hospital from 
1907 to 1935, and to the Cardiff Royal Infirmary from 
1920 to 1937, many case recozds being rejected 
because of insufficient data. The clinical and post- 
mortem records of some fatal cases were analysed 
and most of the surviving patients were traced and 
reinvestigated. Altogether 129 cases were subjected 
to detailed scrutiny. No less than 35 failed to fulfil 
the requirements outlined above to establish the 
diagnokis of splenic anemia or Banti’s syndrome, 
and these were rejected. They included such condi- 
tions as acholuric jaundice, syphilis, primary thrombo- 
cytopenic purpura, malaria, Hodgkin’s disease or 
lymphosarcoma, chronic hypochromic anemia, and 
leukemia. 

This communication is based upon an analysis of 
the remaining 94 cases. Of these 51 were treated by 
splenectomy and 43 medically, the choice of treat- 
ment being largely a matter of opinion, so that the 
cases in each group are fairly comparable. The 
medical treatment consisted of symptomatic measures 
for anemia, indigestion, pain, hematemesis, and so on, 
and for all practical purposes the cases so treated may 
be considered to have shown the natural progress 
of the illness. 


Progress of the Anemia under Different Forms 
of Treatment 


According to the degree of anzmia the cases could 
be divided fairly evenly into three groups : 


Slight anemia (30 cases).—Red cells over 4 million 
per c.mm, and hemoglobin over 60 per cent. 

Moderate anemia (33 cases).—Red cells 2} to 
4 million per c.mm. and hemoglobin 30 to 60 per 
cent. 

Severe anemia 
24 million per 
30 per cent. 


(31 
c.mm, 


Red cells 
hemoglobin 


less than 
less than 


cases). 
and 


The degree of anemia appeared to bear no relation- 
ship to the duration of the illness, but there was 
a striking relationship between the degree of anemia 
and the occurrence of hematemesis. ‘This symptom 
had been recorded in 25 of the 31 cases in the severe 
group, in only 12 of the 33 cases in the moderate 
group, and in no case in the slight group. Hemat- 
emesis appears then to be the most important factor 
in the production of anzmia, which in its absence is 
slight or moderate. In 28 cases the blood was 
examined only once because the patients died soon 
after admission or defaulted in attendance. More 
than one blood count was done in each of the remain- 
ing 66; the progress of the anemia in the latter is 
set out below according to the form of treatment 
employed. 
UNTKEATED CASES 
Observations have been obtained of 18 cases, 
grouped in accordance with the first blood count as 


severe anemia 6, moderate anemia 7, slight 
anemia 5. Of these, 10 cases—4 slight, 3 moderate, 
and 3 severe—had a normal blood count when 


examined at periods varying from one to eight years 
after first coming under observation ; 2 cases—both 
had improved slightly when seen eight and 


severe 
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twenty-three years respectively after the first examina- 
tion ; and 4 cases—3 moderate and | slight—showed 
no appreciable alteration in the blood count at 
intervals in 1 case of four months and in the others 


of one to four years afterwards. The remaining 
2 cases—l moderate and 1 severe—had become 


slightly more anzemic when examined three months 
and three and a half years later respectively. 

As none of these had received treatment of any 
kind the observations suggest that in two-thirds 
(12 cases) the anemia improves spontaneously with 
the lapse of time while in the other third (6 cases) 
there is no improvement. 


IRON ONLY 


Eleven were treated with iron, 
pill or iron and ammonium citrate, in 
40-90 grains daily, and of these only 3 failed to 
respond. One of the latter, a severe case, had had the 
condition for twenty-three years and was practically 
in the terminal stage before receiving iron. No 
explanation, however, can be given for the lack of 
response in the other 2, both moderate cases, in spite 
of perseverance with iron for over a year. 

Eight cases—4 moderate and 4 severe—responded 
well and the blood counts became normal. The 
anzmia had been present for more than two years in 
all except 2, and 4 had previously had a hematemesis, 
which recurred and proved fatal in 1 case. In 
5 of the 8 cases the response was immediate, but 
in the other 3 it was much slower. One, an advanced 
case which had been anemic for twelve years follow- 


Cases 


Blaud’s 
doses from 


as 


ing several hemetemeses, showed no appreciable 
improvement until iron had been given for four 


months, and the blood count did not become normal 
until after another three months’ treatment. The 
second patient had signs of cirrhosis of the liver and 
showed no improvement during the first three months’ 
treatment with iron and the blood count did not 
reach normal until the end of nine months’ treatment. 
In the third case the blood count did not become 
normal until the iron had been given continuously 
for two years, the probable explanation of the slow 
response being intercurrent attacks of severe hzemat- 
emesis on two occasions. In all cases, however, 
once improvement set in it was continuous. 

From these observations it appears that the 
anzmia responds to large doses of iron if given for a 
sufficient length of time in over 70 per cent. (8 cases) 
and in rather less than 30 per cent. (3 cases) iron 
has no effect. 

SPLENECTOMY ONLY 

Thirty-six patients who had been treated by 
splenectomy only were investigated. According to 
the pre-operative blood counts they were grouped 
as slight anemia 12 cases, moderate anemia 16, 
severe anemia 8. The blood was again examined 
within a year after the operation in 10 cases and at 
intervals varying from one to four years in 13 cases, 
five to ten years in 10 cases, after thirteen years in 
2 cases, and after sixteen years in 1 case. 

In 14 cases (7 slight, 6 moderate, and 1 severe) 
the blood count had become normal. In 9 cases 
(4 moderate and 5 severe) although the blood count 
did not reach normal there was much improvement 


and in 1 there was slight improvement. Of the 
remaining 12, 9 cases (3 slight and 6 moderate) 


showed no appreciable change in the blood count, 
and 3 cases (2 slight and 1 severe) were definitely 
worse. Repeated hxematemesis could explain the 
failure to respond in | of the latter, but in the other 
2 no explanation was apparent. 
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It thus appears that of cases treated by splenectomy 
the anemia improves or disappears entirely in two- 
thirds (24 cases) and in the other third (12 cases) 
it is unaffected or gets worse. 

SPLENECTOMY AND IRON 
Only 1 case was treated with adequate doses of 


iron after having had the spleen removed. 


This patient had suffered from repeated and 
alarming attacks of hematemesis since the age of 


fifteen, and although she was under observation no ° 


enlargement of the spleen was detectable until she 
was twenty-five, when she had another severe 
hematemesis. As she was still very anwmic— 
red cells, 2,680,000; haemoglobin, 32 per cent. ; 
white cells, 4200 (polymorphs 52 per cent., lympho- 
cytes 37 per cent.)—her spleen was removed nine 
months later in the hope that this might accelerate 
recovery and prevent the recurrence of hematemesis. 
Three months after the operation her blood count 
showed red cells, 4,200,000; hzmoglobin, 65 per 
cent.; white cells, 10,000; and platelets, 243,000. 
Five years after the operation the number of red 
cells was normal but there was a definite iron 
deficiency : red cells, 5,390,000 ; hemoglobin, 65 per 
cent. ; white cells, 8000. In the following year she 
had another profuse hematemesis, causing a severe 
anemia: red cells, 1,950,000 ; hemoglobin, 21 per 
cent. Subsequent progress was slow and unsatis- 
factory, the blood count after nine weeks’ treatment 
being still very low: red cells, 3,300,000; hemo- 
globin, 27 per cent.; white cells, 5200; platelets, 
395,000. Iron in full doses was given for the first 
time at this stage and the result was an immediate 
improvement, quite out of proportion to the progress 
observed after her previous hematemesis when iron 
had not been given. After only two months’ treat- 
ment the blood count became normal for the first 
time in many years (red cells, 5,200,000; hemo- 
globin, 90 per cent.; white cells, 6000) and this 
improvement has been maintained for the three 
years up to the time of writing. 


TaBLE I—PROGRESS OF THE ANZMIA UNDER 
DIFFERENT FORMS OF TREATMENT 


Untreated. Splenectomy. Iron only. 
Degree of | < : 
anemia “ & il 7 = : a ail 
before = = 3 = = 3 & = 3 
treatment. 8 = s = r 3 E = + 
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Slight oe 1 1 5 7 ) 12 — — _ 
Moderate .. 3 4 7 10 6 16 2 6 
Severe oe 5 1 6 7 1 8 4 1 5 
Total .. 12 6 18 24 12 36 x 3 il 


Imp. + improvement. 


CONCLUSIONS BASED UPON THE PROGRESS OF 
THESE GROUPS 

In about two-thirds of cases the anemia improves 
spontaneously with the lapse of time and without 
treatment of any kind, and in about a third there is 
no improvement. 

When treated with iron the anemia, whether of 
long or short duration, improves in about 70 per cent. 
of cases ; usually the response is immediate, but some- 
times treatment must be continued for many months. 
The remaining 30 per cent. fail to improve even 
though the iron be administered in full doses for 
long periods. This lack of response can be attributed 
occasionally to the disease being in an advanced 
stage before beginning treatment, but in others no 
explanation can be found. 

When treated by splenectomy only the anemia 
improves or disappears altogether in about two- 
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thirds of cases and in about a third it is unaffected 
or gets worse; the latter cases do not appear to 
differ clinically from those which improve, although 
recurrent attacks of hematemesis will explain the 
persistence of the anemia in an occasional case. 
In one patient with a persistent anemia due to a 
recurrence of hematemesis after splenectomy iron 
brought the blood count to normal in two months. 
The results are summarised in Table I, from which 
it appears that as regards effect on the anemia there 
is little to choose between the methods of treat- 
ment. It should be noted that the severe group 
showed the greatest percentage of improvement. 


TaBLe II—THE DURATION OF EACH STAGE IN CASES 
TREATED BY SPLENECTOMY AND THOSE TREATED 





MEDICALLY 
Period under Stage I. Stage IT. Stage III. 
observation ____. 
or the 
duration of Spl. Med. Spl. Med. Spl. Med. 
life after 
beginning , 
treatment. | L. |D.| L. |D.| L.|D.|L.| D. | L.| D. | L.|D. 
Years. } 
Less than 2 1 6 3 3.2;12)|3 5 1; 9 - 4 
| 
Oe hmicres | O43) BUSS REA *@ 131480145 54 
es... sf FS 4 }.0) BEB A 1 } 1 ° 
ed wake Laat elas bos tiat el Oe 2 Ben oe bax Los 
| 
13. ot 3 1 1 1 | 1 
op? mar 1 ‘ 1 ° 1 1 1 
Be ae ep h os lool oo Lewleeteoct! 
Tetal.. «i 9/11 5| 4/6 8 10 5 j}11 3. 6«6 


Spl.= splenectomy; Med.= medical. L.= living; D.= dead. 


Comparison of Remote Results 
EXPECTATION OF LIFE 


The duration of life and the period under observa- 
tion after starting treatment in the various stages of 
the illness in cases treated by splenectomy and in those 
treated medically, with or without iron, are shown 
in Table II. When these figures are analysed the 
following results are obtained :— 


First stage.—Of 25 splenectomy cases observed for 
two years, 6 (24 per cent.) died during that period. 
Of 16 medical cases observed for two years 3 (19 per 
cent.) died during that period. One of'the splenec- 
tomy cases died immediately as a result of the 
operation. 

The numbers under observation at the beginning 
of the second year were 18 splenectomy and 10 
medical cases ; of these, 1 died in each group before 
the sixth year, thus giving broadly equivalent death- 
rates during that period. The numbers under 
observation at the beginning of the sixth year were 
11 splenectomy and 6 medical cases; 2 of the 
splenectomy cases died but all the medical cases 
were alive at the end of the seventh year. At the 
beginning of the eighth year there remained 7 
splenectomy cases and 2 medical cases, and all of 
these were alive at the end of the tenth year. After 
the tenth year there were 2 splenectomy cases and 
1 medical case; 1 of the splenectomy cases was 
alive in the thirteenth year and the other was alive 
in the sixteenth year, whilst the medical case died 
in the sixteenth year. 

Second stage.—Of 10 splenectomy cases observed for 





two years, 2 (20 per cent.) died during that period. 
Of 18 medical cases observed for two years 5 (28 per 
cent.) died during that period., One of the splenectomy 
cases died as a result of the operation. 

The numbers under observation at the beginning 
of the second year were 6 splenectomy and 10 medical 
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TaBLeE II[I—EFFECT OF TREATMENT UPON THE PROGRESS OF LIVER DISEASE AND OF ANZZMIA AT DIFFERENT STAGES 





No. of cases. 


No improvement from treatment. 


Improvement from treatment. 


Treatment. Splenectomy. Medical. Splenectomy. Medical. 
Stage. 
Total. . 4 Post- | 
a —— Cases. — | yey Living. Cases. Dead. Living.| Cases. Dead. Living. Cases. Dead. Living. 
death. 
a 41 25 16 il 1 6 4 6 5 1 14 2 12 10 10 
(44%) (37 %) (56 %) (63%) 
Il. 28 10 18 7 1 5 1 11 10 1 3 - 3 7 - 7 
(70 %) (61%) (30 %) (39 %) 
III. 25 16 i) 11 7 4 —_— 6 6 - 5 -_- 5 3 3 
(69%) (67 %) (31%) (33%) 
Total 94 51 43 29 9 15 > 23 21 2 22 2 20 20 20 
(57 %) (53°5 %) (43%) (46-5 %) 
= 
cases ; of these, 2 splenectomy cases (33 per cent.)and death in 10 cases; hematemesis in 9; and acute 


2 medical cases (20 per cent.) died before the sixth 
year. At the beginning of the sixth year there 
were 3 splenectomy cases and 6 medical cases ; 
1 patient in each group died before the eighth year. 
At the beginning of the eighth year there remained 
1 splenectomy case, which died in the thirteenth 
year, and 4 medical cases; 1 of the medical cases 
was alive in the tenth year, 1 died in the thirteenth 
year, another died in the sixteenth year, and the 
remaining case was alive in the twenty-third year. 

Third stage.—Of 16 splenectomy cases observed for 
two years, 9 (56 per cent.) died during that period. 
Of 9 medical cases observed for two years, 4 (44 per 
cent.) died during that period. The comparatively 
worse position of the splenectomy cases is due to the 
operative mortality (7 cases). 

At the end of the second year the numbers under 
observation were 6 splenectomy and 5 medical cases ; 
of these, 2 splenectomy cases (33 per cent.) and 
1 medical case (20 per cent.) died before the sixth 
year. There were 3 splenectomy and 3 medical 
cases under observation at the beginning of the sixth 
year ; of the splenectomy cases, 1 was alive in the 
tenth year, 1 in the thirteenth year, and 1 in the 
sixteenth year; of the medical cases 1 was alive 
in the eighth year, 1 in the thirteenth year, and 
1 died in the sixteenth year. 

This analysis suggests that the expectation of life 
in the different stages of the illness is little altered 
by splenectomy. If anything, the results appear to 
be slightly more favourable in the group of medical 
cases but this may be due to the operative mortality 
after splenectomy The analysis also shows that the 
cases in the various groups were observed for broadly 
equivalent periods and are therefore fairly comparable. 


CAUSES OF DEATH 


Of 51 cases treated by splenectomy 9 died as a 
result of the operation (operative mortality 18 per 
cent.). The immediate cause of death was post- 
operative thrombosis of the portal, splenic, and 
mesenteric veins in 3 cases; heart failure in 2; 
pulmonary embolism in 1 ; broncho-pneumonia in 1 ; 
hemorrhage into the alimentary tract in 1; and 
septicemia in the remaining case. Of these 9 cases 
7 were in the ascitic stage, 1 in the second stage, and 
1 in the first stage of the illness. The cause of death 
in the remaining 17 fatal cases treated by splenectomy 
was cirrhosis of the liver in 6 cases; hazematemesis 
in 4; peritonitis in 2; intercurrent disease in 2; 
pyemia in 1; and anemia in 1; and in | case the 
cause was not clear. 

Of the 21 fatal cases which received medical treat- 
ment only, cirrhosis of the liver was the cause of 


thrombosis of the portal and mesenteric veins in 
1; and in 1 case the cause was not discovered. 

The observations suggest that splenectomy does 
not arrest the progress of the liver disease nor abolish 
the risk of death from hxematemesis, whatever the 
stage of the illness when treatment begins. 

BENEFIT FROM DIFFERENT FORMS OF TREATMENT 

The final results, based upon the progress of both 
the liver disease and of the anemia, in cases treated 
by splenectomy and in those treated medically are 
analysed according to the different stages of the 
illness in Table III. This shows that 22 (43 per 
cent.) of 51 cases treated by splenectomy and 20 
(46 per cent.) of 43 cases treated medically improved. 
The results according to the stage of the illness 
when treatment began were as follows: in the 
first stage 14 cases (56 per cent.) improved after 
splenectomy and 10 (63 per cent.) improved after 
medical treatment ; in the second stage 3 (30 per cent. 
improved after splenectomy and 7 (39 per cent.) 
improved after medical treatment; in the third 
stage 5 (31 per cent.) improved after splenectomy 
and 3 (33 per cent.) after medical treatment. 


Summary 


An analysis of the results of treatment in 94 cases 
of splenie anemia or Banti’s syndrome shows that 
splenectomy does not improve the expectation of 
life, nor prevent the progress of the cirrhosis of the 
liver or of the anzemia, or the occurrence of hxemat- 
emesis, and there is, therefore, no logical reason 
for retaining it as a routine. It may be justifiable 
to remove a spleen that is causing severe pain, but 
the operative risks must be considered. 

Iron appears to be of value whether the patients 
have undergone splenectomy or not, but the anemia 
is often unaffected by any form of treatment. 


I wish to thank the honorary staff of the London 
Hospital and of the Cardiff Royal Infirmary for 
allowing me to investigate cases under their care and 
to publish these results. Most of the operations were 
performed by Sir James Walton of the London 
Hospital and Prof. A. W. Sheen of the Cardiff Royal 
Infirmary, who have generously placed their material 
at my disposal. In particular I wish to express 


my gratitude to Prof. A. M. Kennedy, Dr. Donald 
Hunter, and Dr. William Evans for their help and 
encouragement, 

The London Hospital cases formed the basis of a 
thesis accepted for the M.D. degree by the University 
of London in 1934. 


From 1935 to 1937 the work 
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CYCLOHEXYL-ETHYL-TRIAZOL IN THE 
CONVULSION TREATMENT OF 
SCHIZOPHRENIA 


By W. Mayer-Gross, M.D. Heidelberg * 
OF THE DEPARTMENT OF CLINICAL RESEARCH, MAUDSLEY 
HOSPITAL; AND 
ALEXANDER WALK, M.D. Lond., D.P.M. 


ASSISTANT MEDICAL OFFICER, CANE HILL HOSPITAL 
(L.C.C.), SURREY 


FIRST 


In the treatment of schizophrenia by induced 
convulsions camphor was the agent first used, but 
its disadvantages soon led to its being superseded 
by Cardiazol (Metrazol), and all further work has 
been done with this substance. It is well known, 
however, that cardiazol too has certain drawbacks 
which are difficult to overcome. A bulky intra- 
venous injection has to be given very rapidly ; 
sclerosis of veins is common; and the subjects often 
have extremely unpleasant recollections of their 
experiences, leading to dread of or even active 
resistance to treatment. It seems worth while 
therefore to test other substances of related composi- 
tion and known to have a similar general action 
to cardiazol, in the hope of finding a therapeutic 
agent free from these disadvantages. 

The present paper is a preliminary report on the 
use of a compound of the triazol series, which was 
introduced last year as a cardio-respiratory stimulant 
by Behrens, Dinkler, and Woenckhaus! and was 
found to have advantages over Coramine and 
cardiazol for this purpose. 

Chemically, the substance is 4-cyclohexyl 3-ethyl 
1-2-4-triazol, and its formula is— 

C,H, ,—N—C 
| N 
C,H, —C=N/ 
It is also known as Triazol 156 and under the trade 
name of Azoman. In this paper we shall refer to it 
as triazol. 

It is readily soluble and the solution does not 
damage the tissues when given intramuscularly or 
subcutaneously. Its action, like that of similar 
analeptics, is on the respiratory and vasomotor 
centres; it has no direct action on the heart or 
peripheral vessels. Its dosage is much smaller than 
that of cardiazol (0-015 to 0-03 gramme), and it is 
effective when given by any parenteral route as well 
as intravenously. 


EFFECTS OF INJECTION 
For the induction of convulsions we have used a 


5 per cent. solution. We have found that convulsions 
can be readily induced by quantities ranging from 


* Working with the support of the Rockefeller Foundation. 


1 Behrens, B., Dinkler, G., and Woenckhaus, E., Klin. Wschr. 
1937, 16, 944. 
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0-7 to 2-5 c.cm. of this solution given intravenously. 
The majority of patients require between 1-2 and 
1-8 c.cm. The type of convulsion produced is, with 
correct dosage, the full major epileptic fit. If too 
small a dose has been given, disturbances of 
consciousness ranging from slight clouding to complete 
inaccessibility may be produced, together with 
myoclonic twitchings of varying degrees of severity, 

The excretion of triazol appears to be somewhat 
slower than that of cardiazol. Consequently the 
injection need not be given with any special rapidity, 
though the smallness of the dose makes it easy to do so. 
Should the amount given prove to be too small and 
fail to induce a fit, a supplementary dose of a third 
to half the original dose is sufficient to bring on the 
fit if given up to two minutes after the original 
injection, whereas with cardiazol it is necessary to 
give a second dose larger than that first used. 
Occasionally, if too great a supplementary dose 
has been given, a second fit may follow a few minutes 
after the first one. 

Sclerosis of veins has not occurred in any of our 
cases, presumably because there is less chance than 
with cardiazol of lacerating the vein wall, while 
at the same time the solution is less irritating to the 
tissues. 

When given intramuscularly, approximately twice 
the intravenous dose is required, though there are 
individual variations and it is best to begin with a 
somewhat smaller dose. The convulsion follows 
after a delay of 5-15 minutes. During this interval 
the patient may show no symptoms, or may have 
myoclonic twitchings of increasing severity leading 
up to the full major fit ; or there may be an increasing 
degree of confusion, with or without myoclonic 
twitchings. 

The pulse and blood pressure react in a similar 
way to that seen with cardiazol; the pulse-rate 
increases at the moment of the injection and remains 
at an average of 120-140, often for half an hour or 
more after the fit. The systolic pressure rises about 
20 mm. for the same time; the diastolic pressure 
follows, but not to the same extent. In four cases, 
the blood-pressure readings showed a gradual rise 
of 20-30 mm. during the course of the treatment. 
Two cases behaved conversely in that the blood 
pressure became lower after the fit; they showed 
no continuous change. 

Changes of mood during the induction stage vary 
in different subjects. Most patients remain placid 
and say they are “ allright ’’ until they lose conscious- 
ness. Quite often we have observed euphoria in the 
interval before the fit, even when, with intravenous 
administration, this has been of only a few seconds’ 
duration. Occasionally there is agitation or 
impulsiveness. 

After the fit, recovery is usually rapid, but there 
may be a short period of restlessness, as with 
cardiazol. Vomiting was a troublesome sequel in 
our early cases, but routine premedication with 
1/100 grain of atropine, given one hour before the 
treatment, has completely abolished this. 

Amnesia for the effect of the drug appears to be 
more complete than with cardiazol. Often the 
patients cannot recall having had any kind of treat- 
ment, or think that the atropine premedication was 
the actual treatment. Amnesia is seen just as often 
in cases where the fit has been delayed or has failed 
to occur at all. Apart from amnesia, the patient’s 
recollection of his experiences rarely has the frighten- 
ing quality seen with cardiazol. As _ previously 
stated, euphoria and even hilarity have been observed 

















during the induction stage, and this may colour the 
patient’s subsequent vague recollection of the events. 
The description given by most patients is that they 
have “felt giddy’’ or “felt they were going off,”’ 
but this is regarded as quite bearable, and except for 
one or two agitated cases, all our patients have 
continued to come forward willingly for treatment 


BENEFIT OBTAINED 

Thirty-three patients have been treated up to the 
present, the total number of convulsions induced 
being over 350. Of the 33 patients, 12 had previously 
begun treatment with cardiazol and their course 
was continued with triazol; 21 were treated with 
triazol from the start. Our material has been of a 
very varied kind ; we have had few cases of recent 
onset available, and most of the cases have been of 
from eighteen months’ to five years’ standing. At 
this stage we do not feel justified in presenting 
results in statistical fofm. However, our impression 
is that the results to be expected are similar to those 
obtainable with cardiazol. Those patients who had 
begun treatment with cardiazol showed no change in 
their progress, if any, towards improvement, after 
the substitution of triazol. Of the 21 patients 
treated throughout with triazol, 6 have completed 
their course and of these 3 are now in convalescent 
wards with a prospect of discharge in the near future ; 
2 are much improved, but their immediate outlook 
is still uncertain ; 1 is unimproved. Fifteen patients 
are still under treatment, of whom 7 have already 
shown some degree of improvement. Most of the 
effects described for cardiazol, such as phases of 
temporary lucidity and reactivations of the psychosis, 
have been seen in our series. 

Apart from the therapeutic effects, it is clear that 
the possibility of producing, by intramuscular 
injection, a slow-motion picture of the onset of an 
epileptic attack affords opportunities not otherwise 
available of investigating epileptic phenomena. As 
stated above, a sub-convulsant dose gives rise to a 
confusional or twilight state of varying duration and 
appearance. By repeated injection of small doses, 
this twilight state can in some cases be prolonged for 
several hours. It is possible that the induction of 
such states may prove to have a therapeutic value, but 
we have not yet been able to satisfy ourselves on this 
point. Here again, however, an opportunity presents 
itself for further investigation into the metabolic 
changes accompanying twilight states. Accordingly 
we are now engaged, in collaboration with the staff 
of the Central Laboratory of the L.C.C. Mental 
Hospitals, in observations on blood changes in both 
the pre-convulsive and the twilight states, of which 
we hope to publish the results in a later communication. 


SUMMARY 

Cyclohexyl-ethyl-triazol appears to have several 
advantages over cardiazol in the convulsion treat- 
ment of schizophrenia; of these the chief are the 
lessened unpleasantness of the treatment to the 
patient ; the smaller dosage and the ease with which 
failure to induce a fit can be rectified by a supple- 
mentary dose; the elimination of venous sclerosis ; 
and the possibility of intramuscular use in cases 
where intravenous injections are impracticable. In 
our Opinion, it should be given an extended trial. 

Our thanks are due to Dr. G. A. Lilly, medical 
superintendent of Cane Hill Hospital, for permission 
to make use of the clinical material, and to the firm 
of C. H. Boehringer Sohn, Nieder-Ingelheim, for 
supplying us with liberal quantities of triazol for our 
experiments, 
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PRIMARY TUMOURS OF THE 
LACRIMAL SAC 


By G. G. Penman, M.D. Camb., F.R.C.S. Eng. 


OPHTHALMIC SURGEON TO OUT-PATIENTS, ST. THOMAS’S HOSPITAL ; 
SURGEON, ROYAL WESTMINSTER OPHTHALMI( 
HOSPITAL, LONDON ; AND 


E. Wotrr, M.B. Lond., F.R.C.S. Eng. 


OPHTHALMIC SURGEON, ROYAL NORTHERN HOSPITAL ; ASSISTANT 
SURGEON AND DIRECTOR OF THE PATHOLOGICAL DEPART- 
MENT, ROYAL WESTMINSTER OPHTHALMIC HOSPITAL 


PRIMARY tumours of the lacrimal sac are rare. 
Strada and Zavalia (1925) collected 26 cases and 
wrote an excellent article on the subject. Later, 
in 1935, Zavalia and Oliva brought the number up 
to 43. We have been able to collect details of 64 
cases from various sources and shall give a full deserip- 
tion of a case seen by one of us. In this series the 
most common neoplasms are carcinomata, papillo- 
mata, and sarcomata, but other types of growth 
have been encountered, The following Table shows 
the nature of the neoplasms. 

Adenoma 

Carcinoma 

Endothelioma 

Fibroma 

Lymphoma 

Papilloma .. 
Plasmocytoma “ wa os 
Sarcoma (melanotic 2*) .. ee os 2 


64 
* It is difficult to see how these can actually have originated 
in cells in the sac ; yet in both cases there seems to be no doubt 
that this was their rea] starting-point 


nr 


pt ma BD hm hn 


Four of the tumours were bilateral, 2 of these being 
lymphomata. 

In almost every case there is a long history of 
epiphora, often over a period of years. This is usually 
treated as a dacryocystitis, but gradually a swelling 
begins to show in the region of the sac, which may 
or may not be painful. Even at this stage the sac 
is sometimes patent on syringing. The swelling may 
be solid but is sometimes fluctuant and may exactly 
resemble a large mucocele of the sac ; it differs from 
a mucocele, however, in not emptying completely 
on pressure. The swelling gets larger and becomes 
adherent to the skin, and the pre-auricular sub- 
maxillary, and later cervical, glands become involved. 
Distant metastases also occur. Strada and Zavalia 
divide the history of these growths into three periods : 
“ pre-tumoral ” (dacryocystitis) ; tumour ; extension. 
Some of them seem to behave very like similar neo- 
plasms in the bladder, chrenic infection being followed 
by a papilloma, which in turn becomes carcino- 
matous. Several of the series, including our case, 
are just on the borderline of malignancy, and are 
classed by some as carcinoma, and others as papilloma. 

Treatment.—There seems to be general agreement 
that the sac and tumour should be excised as com- 
pletely as possible, and if there is any sign of extension 
outside the sac, the cavity should be cauterised. 
After operation or in inoperable cases, X rays or radium 
are of great value. 

Prognosis.—If there is no extension outside the 
sac, and the tumour is not very malignant, the 
prognosis would appear to be fairly good. Even when 
the growth has come through the sac wall, X rays 
or radium effect a cure in some cases. 


AUTHOR’S CASE 


The following is an account of the case seen by one 
of us (G. G. P.). 
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Bakker and 


Oudendaal. 
Bietti. 
Bistis. 

Braunschweig 
Butler. 


Cabannes 


Creutz 
Denti. 
de Vincentiis. 


Dupuy- 
Dutemps 


Eberle. 
Halbertsma. 
1 Herrmann. 
Hilden. 
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Lafon. 
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Pascheff. 
Pasetti. 
Penman. 


Perrod. 


et 


Pfingst. 


Piccoli. 

Posey. 

Rollet. 
Scholtyssek 


Sédan. 
Seggel. 


Sena. 


” 


Sgrosso. 
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Sex 
and 
age. 


F. 


M., 40 
M., 48 
M., 67 


Dura- “a 
tion. Growth. 
1m Basal-cell carcinoma. 
Hemangio- 
endothelioma. 

- Carcinoma. 

— Round-cell sarcoma. 

— Small round-cell 

sarcoma. 

- Carcinoma ** Pave- 

ment-celled.”’ Probably 
from walls of duct 

— Lymphoma. 

— Papilloma. 

— Sarcoma. 

6 m. Papilloma. 
| Long Hard papilloma. 
time. 

_ Plasmocytoma. 

1 m. Carcinoma. 

| Some Hard papilloma. 
time. 
~ Malignant papilloma. 
3 days Papilloma. 

—_ Carcinoma. 
Many Fibroma. 
years. 

10 m. Epithelioma. 

2 m. | Epithelioma. 

_— Endothelioma. 

2 yrs. Melanotic sarcoma. 

—_ Sarcoma. 

6 m Sarcoma. 
— Angio-myxosarcoma. 
5 m. Transitional-cell 
carcinoma 
1 m. Melanotic sarcoma. 
10 yrs Carcinoma. 
2 yrs Lymphoma. 
_— Adenoma. 
1 yr Epithelioma. 
5 yrs Proliferating papilloma. 
plus. 
- Lymphangio- 
_ endothelioma 
6 m. Spindle-cell sarcoma 

— | Carcinoma. 

- Tubular epithelioma. 
lyr Atypical epithelioma 
5m Polypoid sarcoma. 
1 yr. Lymphosarcoma. 

- Lymphoblastoma. 

Papillary epiihelioma. 

— Cylindroma. 

— Sarcoma. 

4 yrs. Epithelioma. 

—_ Sarcoma composed of 

polymorphous cells. 

— Epithelioma. 

1 m. Endothelioma. 

1 yr Angiosarcoma. 
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TABLE SHOWING RECORDED CASES 


Treatment and remarks. 





Operation. Radium. No recurrence after 18 months. 


Operation. No recurrence. (Patent lacrimal passage.) 


Operation. Recurrence. 


Growth had broken through lamina papyracea. Radical operation. 
No recurrence. 

Extended in spite of several operations, though there were no distant 
metastases. Died in 10 months. 

Extended into nasal fosse. 


Mother said to have died from malignant tumour in same region. 


Many months. Incised, later removed. 

Tiny papillomata of conjunctiva also present. Sac growth removed. 
Cavity cauterised. 24 years later a “ papillary epithelioma’’ was 
removed from nasal fossa on same side. 

Removal of sac and tumour. 


Removed. No recurrence after 4 months. 


Removed. X rays. No recurrence after some weeks. 


Growth removed with sac. No recurrence after 9 months. 


Removed. No recurrence after 1 month. 

Papillomata of conjunctiva removed 26 years previously. 
removed, gap cauterised. No recurrence. 

Removed. 


Sac growth 


Sac removed with tumour. No recurrence. 


Operation. No recurrence. 


Radical operation. No recurrence. 


Followed chronic dacryocystitis. 


Bleeding from puncta and nose. Died in a year from metastases. 


No recurrence after 3 years. 
Bilateral. 


Incised and scraped. X rays. No recurrence after 9 months. 


Removed. Rapid recurrence at site of operation and in glands. 


Excised by diathermy. 


Bilateral. Died of recurrence 1 year later. 


Sac removed with tumour. 


Removal of sac and growth. No recurrence after 1 year. 


Removal of sac and growth. No recurrence after 1 year. 


Had had previous operation. Section showed no positive evidence of 
malignancy. Radium applied to recurrence 2 years later; 3 years 
after this radium applied to a further recurrence showed spindle-cell 
sarcoma. 

No antecedent epiphora. Refused operation. Died in a few months 
with extension into ethmoidal and sphenoidal sinuses 

Sac removed (contained pus and polypoid material). Much thickening 
of walls. 

Removed complete with sac. No recurrence. 

! 

- 


~— recurrence after removal of sac and an intra-orbital extension. 
he local recurrence cleared rapidly with X rays, but the patient 
died with invasion of all lymphoid tissue. 


Operation. (Had operation for “‘ cancer’’ in Italy 5 years before.) 


Electrocoagulation of tumour. Radium. Eye lost, but no recurrence. 
Died. 
Bilateral. Removed. No recurrence. 


Removal of sac and tumour. 
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TABLE SHOWING RECORDED CASES—(continued) 


Sex 











a and _ Growth. Treatment and remarks. 
age. : 
Silvestri. M., 63 — Sarcoma. Many operations, with recurrence in submaxillary and parotid regions. 
Singer. —_ — Sarcoma. 
Sneguireff. F., 49 _— Round-cell sarcoma. Removed. No recurrence after 8 months. 
Spratt. M.,78 | 2 m. Carcinoma. Removed. tecurrences in orbit and at angle of jaw. No further 
recurrences after three operations in 4 years. 
Stallard. F.,over — Carcinoma. — 
60 
Stastnik. — —_ Carcinoma. 
Strada and F., 57 | 2 m. Carcinoma. Died in 10 months despite X ray therapy. 
Zavalia. 
Strzeminski. F., 38 | Long Cavernous fibroma. Fistula and swelling of sac. Tumour removed and fistula closed. Cure 
time. obtained with patent sac. . ; 
Sulcer and F., 51 Short Lyntphoma. Bilateral. Incision and cautery. Generalised involvement of 
uclos. time. lymphatic glands. 
° 
Tennent. M.,43 6m. Carcinoma. Died 6 months after operation. Bone involved. 
Tessier. M., 33 ~- Sarcoma. Total destruction of sac and surrounding tissues. Submaxillary glands 
enlarged. Patient died in 6 months. 
von Grosz. _ — Sarcoma. Exenteration of orbit. Patient died. 
Weve. F., 59| lyr Lymphoma. Excised. Recurrences on more than one occasion but these disappeared 
with X rays. ‘ 
Zannoni. F., 84. 6 m. Spindle-cell sarcoma. Radical operation. Metastases in pre-auricular and submaxillary 
glands. 
Zavalia and M., 36 1 yr. Carcinoma. Removal of tumour plus X rays and radium. Many recurrences. 
Jliva. 
- M.,47 1 yr. Carcinoma. Removal of tumour plus radium. One small recurrence removed. 


Well after 4 months. 


m.= months ; 


A man aged 75 was seen on Jan. 5th, 1932, with 
a small swelling of the lacrimal sac. On this occasion 
operation was not advised, as there was no regurgita- 
tion, and the little mucocele gave him no trouble. 
At the next visit, on Dec. 29th, 1936, the swelling 
had increased to the size of a small bantam’s egg. 
It still felt fluctuant, and appeared to be due to an 
enormously distended lacrimal sac. An attempt was 
made to syringe through into the nose, but it was not 
successful. 

The swelling was opened under local anesthesia, 
and found to be full of soft polypoid material; the 
large cavity seemed to extend down towards the 
nose. It was thought that the trouble might have 
originated in the nose, and when the sac and contents 
were later excised under general anesthesia, Mr. W. A. 
Mill was present and explored the nose and nasal 
sinuses on that side. The sac was found to have 
expanded the bone and bulged into the nose. The 
thin expanded inner wall of the lacrimal fossa was 
removed and the cavity drained into the nose. No 
growth could be seen outside the walls of the thickened 
sac, but microscopically it was found that the growth 
had actually eroded through into the nose. Apart 
from rather slow healing of the wound, recovery was 
uneventful, and the cosmetic result was excellent, 
the only deformity being a very slight ectropion of 
the lower lid. After consultation with the radiologists 
it was decided, in view of the probable non-malignancy 
of the growth, not to give any radium or X ray 
treatment, for it might possibly do more harm than 
good in this case, by stirring up any tumour cells left 
behind to activity. When the patient was seen a year 
later there was no sign of recurrence. 

The growth was sectioned and was found to be 
essentially a papilloma (Fig. 1), each portion of the 
tumour having a central core of blood-vessels, 
surrounded by epithelium. This consisted in parts 
of columnar cells in two layers—as does the lining of 
the lacrimal sac—but in many places these had 
proliferated and become many-layered. Also the 


cells themselves had often ceased to be columnar and 
become polyhedral. 

This essential structure of the tumour was not 
obvious in all sections. 


Indeed one had to search 





yrs.= years. 


very diligently to find an area as in Fig. 1. For the 
most part the tumour appeared as in Fig. 2. Such an 
appearance was probably produced by a cross-section 
of numerous papille which had become fused together. 





ing the essentia 
(x1 


FIG, 1.—Section show 
the tumour. 
AA2 


1 papillary structure of 
90.) 





a 
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A similar picture is seen in the malignant papilloma 
of the limbus. Fig. 3 shows an enlarged view of 
two neighbouring papille. The cells immediately 
surrounding the central core of blood-vessels stained 
deeply while those further away represented the 
degenerated cells which would normally be cast off. 
In certain places these had broken down to form a 
cyst. No definite evidence of infiltration of the sub- 
epithelial tissues was found, but the tumour was 
obviously proliferating and was no doubt on the 
borderline of malignancy 


RECORDED CASES 

The accompanying Table summarises the recorded 
cases, 

The article by Guibert and Gueriteau (1905) 
on “epithelioma of the lacrimal sac” is usually 
quoted in lists of these cases. The condition appears 
however to have been an epithelioma of the skin 
which gradually ulcerated and involved the sac. 
Others often quoted seem to have been granulomatous 
polyps—e.g., Cardello (1936) three cases of plasma- 
celled tumours ; Janin (1722) polyp; Neiss (1822) 
polyp; Piesbergen (1921) granulation tumour ; 
Rizzo (1923) polyp; Tooke (1912) two polyps; and 
Wagenmann (1906) papilloma. 

Henke and Lubarsch (1931) describe a group of pre- 
lacrimal tumours which are cystic swellings filled 
with glairy fluid, and lie next to, or in front of, the 
sac. They are not emptied on pressure and the 
lacrimal passages are patent. They have been 
variously regarded as (a) retention cysts of the glands 
of the sac wall, (b) diverticula of the sac in which 
communication with the lumen of the sac has become 
eut off, (c) misplaced islets of epithelium, (d) pre- 
lacrimal inflammation. 


SUMMARY 


1. The most common types of primary tumours of 
the lacrimal sac are the papilloma-carcinoma group, 
and the sarcomata. 





. eS 


FIG. 3.—A portion of Fig. caer higher magnification. 
( x 370.) 


¢ 





FIG. 2.—General low-power appearance of the tumour. (x 55.) 


2. The condition closely resembles a chronic 
dacryocystitis, and there is almost always antecedent 
epiphora. 

3. Treatment consists of extirpation of the sac and 
growth, followed by application of X rays or radium 
in suitable cases. 
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PREGNANCY AND OLEOTHORAX 
By J. G. Scappine, M.D., M.R.C.P. Lond. 


FIRST ASSISTANT IN THE DEPARTMENT OF MEDICINE, BRITISH 
POSTGRADUATE MEDICAL SCHOOL 


THE effect of pregnancy and parturition on the 
evolution of pulmonary tuberculosis remains a 
subject of controversy, and the conclusions reached 
by different workers are remarkably discordant. 
There is good evidence, however, that the outlook 
for the pregnant tuberculous woman is greatly 
improved when medical and obstetrical care are 
coordinated. Reports, such as that of Jennings, 
Mariette, and Litzenberg (1932), from institutions 
where there is provision for delivery to be conducted 
actually in the sanatorium and for an adequate 
term of sanatorium treatment after delivery suggest 
that, in these ideal circumstances, there is little 
evidence that pregnancy has a deleterious effect. 

Evidence of the effectiveness of various forms 
of collapse therapy during pregnancy is steadily 
accumulating. Rist and Jottras (1935) have reported 
132 cases of artificial pneumothorax treatment in 
pregnant women with convincingly good results, 
though their experience has led them to the conclusion 
that pregnancy per se has a grave effect on the 
evolution of pulmonary tuberculosis. Peters and 
Davenport (1937) collected from the literature 17 
cases of bilateral pneumothorax in pregnant women 
and added 1 further personal case; Blisnjanskaja 
and Lasarevitch (1936) described 7 personal cases of 
pregnancy in women who had undergone thoraco- 
plasty for pulmonary tuberculosis and collected 12 
similar cases from the literature, showing generally 
favourable results; and a case of pregnancy in a 
woman who had been treated by apicolysis and 
plombage has been reported by Pavlovsky (1937). 

I can find no record of a case of pulmonary tuber- 
culosis treated by oleothorax in which pregnancy has 
supervened. Such a case, in which the normal course 
of the pregnancy was entirely undisturbed, is here 
described. 
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CASE REPORT 
A housewife, aged 30, was admitted to the 


obstetrical department at Hammersmith Hospital on 


Sept. 24th, 1935, nearly at term, on account of a 
severe hemoptysis on the previous day. She had 
had a cough almost from the beginning of her 


pregnancy; this had been accompanied by some 
sputum in the last three months, but she had noticed 
no deterioration of her general health. She had had 
no serious previous illnesses, and her family history 
contained nothing of note. On the day following 
admission she went into labour, and was delivered 
of a healthy child weighing 5} lb. The child was 
isolated from the mother, and, although it did well 
at first, died at the age of two months in another 
hospital of ‘ gastro-enteritis.”’ 

I first saw her two weeks after delivery. She 
was a fairly well-nourished woman, weighing 113 lb. 
There was a well-marked diffuse thyroid enlargement 
without any signs of hyperthyroidism. The chest 
showed slightly impaired movement and percussion 
note at the left base, with numerous coarse rales up 
to the 6th rib posteriorly. Other systems showed no 
gross abnormality. The sputum averaged 30-60 c.cm. 
daily and contained tubercle bacilli in moderate 
numbers. A radiogram of the chest (Fig. 1) showed 
a large cavity in the middle zone of the left lung, 
with coarse mottling below it; in the lateral plane 
the cavity was seen to lie posteriorly, at the apex 
of the lower lobe. The temperature chart showed 
an evening rise to 99° F. once in every two to three 
days. 

On Oct. 22nd, 1935, an artificial pneumothorax 
was induced on the left side. With the maximum 
collapse obtainable without mediastinal displace- 
ment, the cavity remained patent, obviously on 
account of adhesions (Fig. 2). The patient was very 
nervous of any further intervention, and it was 
therefore impossible to attempt thoracoscopy for 
division of these adhesions ; moreover, she resolutely 
refused to go to a sanatorium. She was therefore 
discharged on Dec. 21st to attend as an out-patient 
for refills. She was much improved, having gained 
4 lb. in weight and was now afebrile. Her sputum 
was reduced to about 5 c.cm. daily but still contained 
tubercle bacilli. 

For the next few months she slowly lost weight, 
and had a constant slight cough with scanty bacilli- 
ferous sputum, but otherwise complained of no special 
symptoms. The cavity remained open. During 
July, 1936, the pleural pressures were rising more 
rapidly with smaller refills, and at the end of August 
she fairly rapidly developed an effusion half filling the 
pleura (Fig. 3). At the beginning of September 
she had a profuse eruption of erythema nodosum on 
the legs and forearms, and her weight had by then 
dropped to 100 lb. She refused admission to hospital. 
Her effusion was partially replaced by air on Oct, 20th ; 
the fluid was slightly turbid, contained no tubercle 
bacilli, and was sterile on culture. 

By January, 1937, it was clear that there was an 
obliterative pleurisy, the base of the lung creeping 
out gradually under the fluid ; and careful screening 
in various postures showed that at length the cavity 
had closed. It was therefore decided to convert the 
hydropneumothorax into an oleothorax in order to 
combat the obliterative pleurisy, and with some 
difficulty the patient was persuaded to enter hospital 
for this purpose, on Feb. Ist. 

At this time her weight was 105 Ib., and she had a 
trace of sputum only, in which tubercle bacilli were 
not found. On Feb. 2nd 10 c.cm. of slightly turbid 
fluid was removed and 10 c.cm. of sterile olive oil 
introduced. There was no reaction to this, and on 
the 4th, with the patient in the upright posture, 
760 c.qm. of fluid was aspirated through a needle in 
the lower axilla and replaced by 560 c.cm. of oil and 
200 c.cm. of air. On the 8th, with the patient 
lying on the right side, 260 c.cm. of air was removed 
and replaced by an equal volume of oil. A radiogram 
after this showed some air still present at the apex 
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FIG, 1.—September, 1935. Large cavity at apex of left lower lobe, with infiltration in the rest of the lobe. 


FIG, 2.—March, 1936. Artificial pneumothorax ; cavity not collapsed. 


FIG, 3.—August, 1936. Hydropneumothorax ; cavity collapsing. 


FIG, 4.—July, 1937. Oleothorax ; cavity collapsed. 


(The figures were prepared by photographic reduction from tracings of the original radiograms.) 


of the pleura, and as it was desired to complete the 
filing of the oleothorax while the patient was still 
in hospital, this residual air-bubble was replaced 
by an equal volume (160 c.cm.) of oil. It was brought 
within reach of a needle in the lower axilla by placing 
the patient on her right side and raising the foot of 
the bed on blocks. The final pressure of the oil was 
2-3 cm. of oil above the level of insertion of the 
needle, with the patient in this posture. <A total of 
1000 c.cm. of oil had been introduced. A radiogram 
then showed complete filling of the left pleura. There 
was no reaction and the patient was discharged 
on Feb. 20th. 

Remarkable improvement followed. By June, 
1937, her weight had increased to 128 lb. There 
was no sputum. The only untoward incident was 
the appearance of a subcutaneous cold abscess in 
the region of the angle of the left scapula. This was 
not related to any of the needle punctures, which 
had all been made in the axilla, and it did not com- 
municate with the pleura. Aspiration of this abscess 
on June 14th produced 50 c.cm. of creamy pus, sterile 
on culture but yielding tubercle bacilli on guinea- 
pig inoculation. A needle inserted into the lower 
part of the pleura on the same day found thin turbid 
fluid, of which 150 c.cm. was aspirated and replaced 
by 120 c.cm. of sterile olive oil. A radiogram was 
taken with a penetrating ray but it failed to demon- 
strate any caries of ribs; it showed very well the 
complete closure of the old pulmonary cavity 
(Fig. 4). The subcutaneous abscess was aspirated 
on three further occasions and then did not again 
accumulate. 

In July the patient was found to be about 24 
months pregnant. Discussion of the medical aspects 
of the advisability of termination of pregnancy 
was pointless on account of the patient’s religious 
convictions. There were no untoward incidents 
during the pregnancy, the patient remaining entirely 
free from symptoms throughout, and there seemed 
to be no indication for adjustments in the oleothorax. 
On Feb. 13th, 1938, she was delivered of a healthy 
male child weighing 8 lb. 2 oz. The puerperium was 
normal and afebrile. On the 24th she was transferred 
to the medical wards. There were no symptoms, 
her weight was 134 lb., and a small amount of material 
expectorated with some difficulty contained no 
tubercle bacilli. On March 3rd, with the patient 
in the sitting posture, a needle inserted in the 5th 
space in mid-axilla found perfectly clear fluid, the 
pressure being 15 cm. of fluid above the level of inser- 
tion of the needle. Before oil started to flow 100 c.cm. 
of this fluid was aspirated and 90 c.cm. of steri#lé olive 
oil was introduced to replace the fluid withdrawn. 
The final pressure was about 10 cm. of oil. She was 
discharged from hospital on March 5th. Since then 
both she and her child have remained well, and when 
last seen on May 7th she was free from all symptoms, 


COMMENT 


Oleothorax was established in this case in order 
to combat an obliterative pleurisy. The pneumo- 
thorax had only just become effective in collapsing 
the cavity when this complication appeared, and it 
was clear that unless the obliteration could be checked 
the cavity was likely to reopen. The value of 
oleothorax in these circumstances—the ‘ inhibition ”’ 
oleothorax of American authors or the ‘“ oléothorax 
antisymphysaire” of the French—has been 
emphasised especially by Chandler (1937). As the 
latter points out, it is in cases in which an effective 
pneumothorax is the seat of an obliterative pleurisy 
that the conditions for safe induction of oleothorax 
are present—namely, a rigid mediastinum and a 
thick-walled pleural space of limited capacity. Unless 
air refills can produce a rapid rise of pressure to above 
atmospheric without either distress to the patient 
or mediastinal displacement, the conditions within 
the pleura are not suitable for oleothorax. The only 
alternative to oleothorax in a case of obliterative 
pleurisy occurring early in pneumothorax treatment 
for grossly cavitated pulmonary tuberculosis is 
thoracoplasty. 

In following the course of the case through 
pregnancy there were certain misgivings about the 
possible effect of the rising diaphragm on the pressures 
within the oleothorax. Careful clinical and radio- 
logical studies showed no evidence of a rising intra- 
pleural pressure, and it was thought that no adjust- 
ments were needed. The reading of the pressure after 
delivery and the very small oil replacement of fluid 
which then needed to be made showed that this 
view was correct. The rate of absorption of oil from 
therapeutic oleothorax appears to be very variable. 
Though olive oil is stated to be relatively rapidly 
absorbed it is clear that in this case absorption was 
so slow as to be almost negligible. 

An incidental point of interest was the appearance 
of erythema nodosum soon after the onset of fluid 
in the pneumothorax. From the point of view of the 
current theory that erythema nodosum is usually 
a manifestation of allergy to the tubercle bacillus, 
the coincidence of its onset with that of fluid in a 
therapeutic pneumothorax is a combination of events 
that would be expected to be not infrequent. I have 
not seen this coincidence previously, nor does a rapid 
survey of the literature suggest that it has been 
observed with significant frequency, though erythema 
nodosum may appear in association with all stages 
of tuberculous infection. 
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In conclusion, this case report adds oleothorax 
to the list of methods of therapeutic lung collapse 
which have proved effective in enabling patients 
suffering from pulmonary tuberculosis to pass through 
pregnancy and parturition without ill effect. 


This report is published with the permission of 
the chief medical officer, L.C.C. 
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CONGENITAL ISOLATED DEXTROCARDIA 
DEVELOPING AURICULAR FLUTTER 


By Haroitp Davis, M.B. Camb., M.R.C.P. Lond. 
MEDICAL REGISTRAR TO THE LONDON CHEST HOSPITAL 


CONGENITAL dextrocardia without transposition of 
the other viscera is much less common than complete 
situs inversus. It seemed therefore that the case here 
reported would be of interest as auricular flutter 
with congestive failure and terminal septicemia were 
present. 

CASE REPORT 


A married woman, aged 41, was admitted to the London 
Chest Hospital on April 27th, 1936, complaining of 
dyspnoea on exertion and cough. Six years previously 
she was said to have had pneumonia on the right side. 
After the birth of her youngest child she had a severe 
attack of palpitations lasting several days, accompanied 
by cough, shortness of breath, and slight cedema of the 
ankles. There was no history of rheumatism or chorea 
in childhood. She had been married for 14 years and 
had two children; the younger was 6 years old. There 
was no known heart trouble in any of her near relations. 


On examination she was obviously short of breath even 
at rest in bed; she was slightly cyanosed about the lips 
and ears, and her skin was moist, with a subicteric tinge. 
Physically she was a fairly well-developed woman of 
average height with no external abnormalities of the face, 
body, fingers, or toes. There 
was no excessive pulsation 
visible in the vessels of the 
neck. An impulse was visible 
to the right of the sternum 
and the apex-beat was local- 
ised in the fifth interspace 
34 in. to the right of the mid- 
line. The area of cardiac dull- 
ness was continuous below 
with the area of liver dull- 
ness. There were no thrills 
palpable over any part of the 
chest, the rhythm was regu- 
lar, the rate 90 per minute ; 
the cardiac sounds were 
louder than normally at all 
areas, there being but slight 
difference between the first 
and second sounds. No mur- 
murs were audible. The blood 
pressure was 128/86 mm. Hg 
in the left arm. There were 
a few moist rales at the bases 
of both lungs. The lungs 
showed no evidence of or- 
ganic disease. The liver was 
on the right side and was 
not palpable; she was 
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FIG. 1.—Radiograms showing dextrocardia and (in the oblique view) 
abnormal! pulmonary artery demonstrated by barium in the esophagus 
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resonant in the epigastrium over the usual position of the 


stomach. The spleen and kidneys were not palpably 
enlarged. There was a little free fluid in the abdomen. 
Special examinations.—Fluoroscopy showed that the 


heart lay in the right side of the thorax, with the aortic 
knuckle to the left of the midline, and much less prominent 
than usual (Fig. 1). The heart was moderately enlarged, the 
right border being especially rounded and prominent. The 
hilar shadows were denser than normally, and of the type 
associated with pulmonary congestion. The right side of 
the diaphragm lay at a lower level than the left and 
both moved equally well. The normal position of the 
abdominal viscera was confirmed. An electrocardiogram 
showed that auricular flutter with 4:1 heart-block was 
present at the onset of the illness (Fig. 2a). Subsequent 
electrocardiograms taken during the course of her 
illness showed auricular flutter to be persistent. One 
of these records is shown (Fig. 28). A catheter specimen 
of her urine contained a trace of albumin, a few pus cells, 
a few red cells,and one or two granular casts. Blood 
examination (April 28th): leucocytes 18,500 cells per 
e.mm., of which 81 per cent. were polymorphonuclears, 
12 per cent. lymphocytes, and 6 per cent. mononuclears. 

Progress.—A provisional diagnosis of congenital isolated 
dextrocardia with auricular flutter and congestive failure 
was made. The patient was given digitalis in an attempt 
to convert the auricular flutter to fibrillation. There was 
a brief temporary improvement in her condition, but the 
rhythm remained unchanged. On July 4th she began to 
run a daily fever of 100°-101° F., for which no cause was 
found. She became weaker, the congestion increased, and 
she died on August 23rd. 

Necropsy report.—Considerable cedema of the legs and back 
was present. Theskin had anicteroidtinge. There was no 
excess of fluid in the pleural cavities. The pericardium 
was seen lying to the right of the midline. A few soft 
adhesions were present between it and the mediastinal 
pleura. There was no excess of fluid in the pericardium. 
The heart was enlarged, the muscle fairly good. The apex 
was formed by the right ventricle, the wall of which was 
hypertrophied. The cavities of the ventricles were filled 
with blood clot. At the apex of the right ventricle was 
an antemortem clot about the size of a walnut which had 
broken down and formed an abscess cavity filled with 
thick reddish yellow pus. The abscess was adherent to 
the heart wall over the lower half of its circumference. 
There was a similar antemortem clot in the left auricle, 
but the breaking down process had not progressed so far. 
There were no valvular lesions; the foramen ovale was 
closed. The aorta and pulmonary arteries arose from 
their correct ventricles, but the pulmonary artery 
passed behind the aorta instead of in front of it (Fig. 3). 





the outline of the 


oat ey 


Fee 


ee a a aaialiane 


Mey oe 


maa 4 


ae 


1332 THE LANCET] 


The aorta arose from the left ventricle in practically a 
straight line without the usual sweeping curve, the arch 
thus making an acute angle like a hairpin bend. It passed 
downwards across the left bronchus. The three main 
vessels arose from the aortic arch in their normal arrange- 
ment. The ductus arteriosus could not be found. 
The coronary arteries were normal. The thyroid gland was 
normal. Lungs: right, engorged, no infarcts ; no fibrosis; 
the left showed a septic infarct in the lower lobe, 
breaking down into a cavity of about } by } in., the 
wall being formed by organising blood clot. The medi- 
astinal glands were enlarged, soft, and acutely inflamed ; 
no evidence of tuberculosis was found. In the abdomen, 
the stomach was on the left side; the small and large 
intestines were normal in appearance and position. 
The liver was normally placed, its cut surface showed the 
typical “nutmeg” appearance of chronic passive con- 
gestion. The spleen was enlarged and showed no visible 
infarcts. Both kidneys contained infarcts, The supra- 
renals were normal, 

The post-mortem therefore showed congenital isolated 
dextrocardia with abnormal pulmonary artery, and an 
abscess cavity in the right ventricle. 


COMMENTS 


Dextrocardia has been recognised by clinicians and 
pathologists since the seventeenth century. But it 
was not until patients were investigated by means of 
X rays and the electrocardiogram that a critical study 
of the condition was possible during life, and an 
attempt made to classify the various types which 
have been observed. 

Lichtman (1931), in his comprehensive study of 
the condition, defines dextrocardia as follows: 
“When the heart in its own development and inde- 
pendent of disease and anomaly in surrounding 
structures assumes a position in the right side of the 
thorax with the apex pointing to the right of the 
mid-line.”” Résler (1930) uses the term dextrocardia 
to cover all cases in which the heart lies to the right 
of the midline. Mandelstam and Reinberg (1928) also 
apply the term to all cases in which the heart lies 
to the right of the midline; they suggest a classifi- 
cation which has the advantages of being simple 
































FIG. 2a.—Electrocardiogram of April 28th showing auricular 
flutter. 


and of including most of the types of dextrocardia 
that have been observed. 


These authors distinguish four types :— 


Type I.—Dextrocardia in situs inversus totalis, charac- 
terised by a reversed X ray image and inversed electro- 
cardiogram. 

Type II.—Isolated congenital dextrocardia with inver- 
sion of the heart cavities, characterised by a reversed 
position of the heart and aorta and by an inversion of the 
electrocardiographic waves but a normal position of the 
abdominal viscera. 

Type ITI.—Isolated congenital dextrocardia with normal 
interrelation of the cavities in which the heart is situated 
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on the right, the aorta passes over the left bronchus, the 
abdominal viscera are normally placed, and the electro- 
cardiogram is normal. 

Type IV.—Acquired dextrocardia which is characterised 
by the same peculiarities as Type III with pathological 
changes in some of the adjoining organs. 


By reason of the X ray and electrocardiographic 
evidence and the necropsy it will be seen that this 
case is of the variety described under Type III. It 
is complicated by the abnormal relationship between 
the pulmonary artery and the aorta. It is not 
uncommon, however, for anomalies of the great 
vessels to be present in this type. The necropsy 
suggests that the dextrocardia is due to a rotation 
of the long axis of the heart in a clockwise direction, 
so that the left ventricle lies anteriorly. The normal 
interrelationship of the respective ventricles to the 
aorta and pulmonary arteries is preserved. Nagel 
(1909) considers that this type of dextrocardia is due 
to the rotation of the long axis of the heart to the 
right instead of to the left as normally. He states 
that this abnormal rotation occurs probably not later 
than the sixth week during development. 








FIG. 2b.—Electrocardiogram of July 4th shows auricular flutter 
persistent despite digitalis therapy. 


The combination of auricular flutter with dextro- 
cardia must be an exceedingly rare event. Lichtman 
(1931) noted auricular fibrillation and complete 
heart-block and left bundle-branch block in his 
second case. His patient was engaged in active 
work at the time and did not appear to suffer any 
inconvenience from the arrhythmia. Potts and 
Ashman (1926) have reported a case of dextrocardia 
with retrograde conduction of ectopic beats to the 
auricle. Krestin (1927) has also reported a case of 
dextrocardia in which auricular fibrillation and 
possibly mitral stenosis was present. In Moffett 
and Neuhof’s (1915) patient short paroxysms of 
auricular tachycardia are said to have occurred. 

A search of the literature suggests that auricular 
flutter in a patient with dextrocardia has not yet 
been recorded. It is difficult to account for auricular 
flutter in a heart which, although abnormally placed, 
had apparently functioned normally for many years. 
In the present state of our knowledge, to conclude 
that the dextrocardia was in itself the cause of the 
arrhythmia seems to be unjustified. 

The diagnosis of dextrocardia can usually be made 
at the clinical examination. Before it is assumed to 
be congenital, however, it is necessary to exclude the 
various causes of acquired dextrocardia. There are, 
of course, several well-recognised conditions in the 
thorax which may lead to displacement of the heart 
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to the right side of the midline. It is less generally 
realised that acquired dextrocardia may be the result 
of enormous dilatation of the pelvic colon, as in a 
case reported by Hurst (1921). Blackford (1932) has 
pointed out that dextrocardia may be secondary to 
congenital eventration of the left dome of the 
diaphragm. 

X ray examination of the thoracic and abdominal 
viscera, and the taking of electrocardiograms, are 
essential in order to determine which type of con- 
genital dextrocardia is present. The prognosis in 
situs inversus totalis is good. In isolated dextro- 
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FIG, 3.—Diagram showing the condition found at autopsy. 
eardia the outlook depends on the presence or 
otherwise of associated congenital abnormalities 
rather than on the dextrocardia itself. 

I am indebted to Dr. E. 
publish the case report, and to Dr. 
for the report of the post-mortem, 


H. Colbeck for permission to 
Roodhouse Gloyne 
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A GLOBULIN TEST FOR CEREBRO-SPINAL 
FLUID 


By K. 0. Newman, M.D. Vienna 


PATHOLOGIST TO THE OXFORD COUNTY AND CITY MENTAL 
HOSPITAL 


THE importance of estimating the globulin content 
of cerebro-spinal fluid in neurosyphilis and in a 
number of other pathological conditions needs no 
emphasis. Among numerous tests, such as those 
of Nonne-Apelt, Ross-Jones, and Noguchi, the one 
described by Pandy? in 1910 is probably the most 
popular because of its simplicity and sensitivity. 
But the preparation of the necessary reagent, concen- 
trated carbolic acid, is not very convenient, 

\ solution of 1 part of phenol crystals in 15 parts 
of distilled water has to be left in an incubator for a 
period of between 12 and 48 hours and subsequently 
filtered. Alternatively, some recommend shaking up 
an excess of phenol crystals with distilled water ina 


1 Pandy, K., Neurol. Zbl. 1910, 29. 
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FIG, 1. 
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large flask; this solution is then incubated, and 
immediately before it is used, the supernatant clear 








Left: effect of adding cerebro-spinal fluid (from a 
case of progressive paralysis) to a 5 per cent. solution of 
tannic acid. Right : effect of adding same fluid to phenol 


solution (Pandy’s reaction) Both photographs taken one 
minute after addition of C.S.F. 
fluid is pipetted off from the brown oily residue. 
The fluid used for the test must be clear. 
The method now suggested consists in using a 


5 per cent. solution of pure tannic acid in distilled 
water as a reagent, instead of phenol. The solution 
is rapidly made and keeps well. It is innocuous and 
can be prepared without laboratory equipment. The 
sensitivity of the test is very slightly greater than 
Pandy’s, and the result of it can still be seen and 
estimated after a considerable period, whereas the 
result of Pandy’s test vanishes after a few minutes. 
Figs. 1 and 2 demonstrate this fact. 

The test is best carried out by putting approxi- 
mately 1 c.cm. of 5 per cent. tannic acid into a watch- 
glass. One drop of cerebro-spinal fluid is allowed to 
run into the solution and the reaction reaches its 
maximum within a minute, after which it remains 





FIG. 2, 


The same specimens as in Fig. 1, five minutes later. 
stationary. A positive reaction is graded in the usual 
way as or + or é 

It is hoped that this simple procedure 
acceptable to the practitioner. 


best thanks to Dr. R. W. 


will prove 


I wish to express my 


Armstrong, medical superintendent of the Oxford 
County and City Mental Hospital, for facilities 
granted. 

FouNDERS Day AT THE TRELOAR HOSPITAL, 
On May 29th Sir Harry Twyford, Lord Mayor of 
London, inspected the completed hospital at Alton 
inaugurated nearly 50 years ago by his predecessor, 
Sir William Treloar. The building of night nurses’ 


quarters had finished the work of reconstruction, and the 
chairman, Colonel Frederick Lawson, remarked that the 
next task was to rebuild the cripples’ college where there 
were at present only 50 beds against 360 beds in the 
hospital itself. It was just as important, he said, that 
those who had been cured should be taught a trade. The 
Lord Mayor, in reply, said it was obvious to the least 
observant that the crippled children in London streets 
to-day were few as compared with a generation ago. 


CE GRRE 


a 


1334 THE LANCET] 


MEDICAL 


SOCIETY OF MEDICAL OFFICERS OF 
HEALTH 


At a meeting of the fever hospital medical service 
group of this society, held in London on May 27th, 
a discussion on the 

Modern Treatment of Cerebro-spinal Fever 
was opened by Dr. C. G. K. THompson (L.C.C.) 
Speaking of the treatment of meningitis by continuous 
spinal drainage as described in THe Lancet of 
Nov. 27th, 1937, he said that the results had been 
encouraging in spite of the fact that the death-rate 
had worked out at 36 per cent. Large doses of 
serum (160 ¢c.cm.) were given intravenously on three 
successive days to combat the toxemia and sterilise 
the cerebro-spinal fluid (C.S.F.). Experiments 
performed in conjunction with Dr. V. D. Allison 
showed that the serum thus given appears in the 
C.5.F. within two hours and that artificial agglutinins 
also pass the blood-brain barrier within two hours. 
This important finding lent weight to the prificiple 
of continuous spinal drainage. In all, 28 cases had 
so far been treated by the method, 19 of which were 
in the “severe”’ category and accounted for all the 
10 deaths. Pulmonary complications were the cause 
of 6 of these deaths and they might possibly have 
been avoided ; the actual death-rate from meningitis 
alone was only 14 per cent. Drainage was continued 
for an average of 150 hours (7 days); the greatest 
amount drained was 4185 ¢.cm., and the average 
amount was 2 litres. 

The treatment in Dr. Thompson’s opinion presented 
considerable advantages over the routine ‘diurnal 
lumbar puncture, three of these advantages being 
the very rapid relief of theacute symptomsand restora- 
tion of comparative comfort, the prevention of 
blocking of the ependymal foramina of the fourth 
ventricle, and the prevention of loculation of the 
inflammatory debris in the subarachnoid spaces of 
the cord (particularly the perineural diverticula 
of the cord) which gave rise to the distressing spinal 
rigidity. It was rational to relieve the raised intra- 
cranial tension which was probably due in the main 
to the outpouring of inflammatory exudate and to 
the general increase in volume of the craniospinal 
contents, and to keep the pressure normal so that 
increase of congestion might hasten the process of 
repair. Any treatment that did not provide an 
adequate escape for this large amount of exudate 
entailed a very real risk of sequele in the form of 
nerve-root pressure from adhesions left by the 
loculated exudate. 

Dr. H. STANLEY Banks (L.C.C.) said that everyone 
would be impressed by the ingenuity of the continuous- 
drainage technique, but his own experience had led 
him to an entirely opposite conclusion as to the 
treatment of acute cases—namely, that drainage 
was unnecessary provided the C.S.F. could be rapidly 
freed from organisms. This could usually be achieved 
either by the intensive use of meningococcus antitoxin 
or with sulphanilamide. In the last 4} years he had 
treated 107 acute cases. Of these, 38 had had serum 
alone, intravenously and spinally (fatality-rate 16 per 
cent.), and 58 serum intravenously with sulphanil- 
amide in high dosage by mouth (fatality-rate 12 per 
cent.). The remaining 11 were selected cases treated 
with sulphanilamide alone (1 death). This comprised 
the whole of the material received during the period, 
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except for certain groups of cases that were excluded 
as not being amenable to specific treatment. In the 
group receiving combined therapy there were 10 
infants under one year, of whom I died. An investiga- 
tion carried out at the Southern Group Laboratory 
had shown that serum given intravenously in this 
disease rapidly appeared in fractional amount in the 
C.S.F. and was maintained therein for several days. 
Sulphanilamide given by mouth appeared in the 
C.S.F. in about the same proportion as in the blood 
stream ; it should be maintained at a level of about 
5 mg. per 100 c.cm. for at least three days. The 
dosage required to secure this was high, averaging 
1 gramme daily perstone of body-weight, and in infants 
two or three times this amount. The dose was 
reduced after three days and terminated in about 
nine days. Early cyanosis was not in itself an indica- 
tion for reducing dosage. It was not due to sulph- 
or meth-hemoglobin. The drug, even in the acute 
stage of this disease, could be administered by mouth. 
He considered that sulphanilamide therapy was a 
most important advance, but that in moderate and 
severe cases serum should be given in addition in a 
large dose, not intrathecally but intravenously, or 
in infants intraperitoneally. 

Dr. SAGE SUTHERLAND (Manchester) said that during 
the five years 1933-37 201 cases of cerebro-spinal 
fever had been treated in hospital at Manchester. 
The annual fatality-rate varied from 28 per cent. 
to 47 per cent. During the last twelve months 
antibacterial and antitoxic serum had _ been 
administered intramuscularly, intravenously, and 
intrathecally, the average dosage being about 100 ¢.cm, 
and the fatality-rate (excluding deaths within forty- 
eight hours) was 37 per cent. In a survey of 201 
cases treated during the last five years the lowest 
fatality-rate was 14 per cent. in the 5-10 age-group, 
and the highest 67 per cent. in the under 1 year group. 

Dr. J. V. ArmstrONG (L.C.C.) said he had watched 
Dr. Thompson evolve his method of treatment at the 
Brook Hospital and admired the ingenuity he had 
shown in overcoming the many difficulties that arose. 
He felt that the principle of continuous drainage— 
namely that free drainage should be given to a 
purulent exudate that was under pressure—was 
physiologically sound. The method had eliminated 
basal block, but unfortunately was inapplicable to 
infants, among whom basal block and hydrocephalus 
were common complications. He thought the fact 
that an infant discharged apparently cured might 
later develop hydrocephalus should always be taken 
into account in assessing any form of treatment. 
All discharged patients should be followed up. 
Dr. Banks’s results with serum and sulphanilamide 
were most impressive. He was anxious to know 
how long the C.S.F. remained purulent under treat- 
ment and whether Dr. Banks had noticed any toxic 
effects of sulphanilamide besides cyanosis. He 
thought a soluble form of the drug would be of great 
advantage for administration by injection in the 
early unconscious stage of the disease. He finally 
mentioned the use of continuous drainage and 
sulphanilamide as being valuable in the treatment 
of streptococcal meningitis and said he knew of 4 
cases which had recovered after such treatment. 

Dr. R. A. O’Brien (Wellcome Physiological Research 
Lab.) suggested that the favourable results in 
Dr. Banks’s series were due to the action of sulphanil- 
amide not only on the meningococci, but also on the 
streptococci which might cause fatal broncho- 
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pneumonia: antibacterial serum properly made 
would protect mice against lethal doses of culture. 
Miss Branham had recently favoured the use of 
sulphanilamide as well as serum proved by mouse 
experiment to contain protective antibody. 

Dr. J. E. McCartney (L.C.C.) said that the most 
significant point about Dr. Banks’s work was the 
swift disappearance of organisms and rapid reduction 
in the number of cellsin the C.S.F. The cells indicated 
the degree of inflammatory reaction and their dimi- 
nution showed the control of the infection. In the 
absence of infection therefore there were no inflam- 
matory products to remove and repeated puncture 
and continuous drainage were unnecessary. There 
should be no aftermath of infection due to chronic 
fibrosis, and hydrocephalus should not supervene. By 
continuous drainage the products of inflammatory 
reaction were removed, but the infection itself was 
not touched and in consequence chronic inflammation 
with hydrocephalus was more likely to follow. 

Dr. Eric JEwessury (St. Bartholomew’s Hospital) 
said there must be general agreement that Dr. Banks’s 
results were very impressive. He spoke of 6 cases 
at St. Bartholomew’s in which sulphanilamide, 
combined with specific therapy and regular lumbar 
drainage, had been employed. Lack of experience 
had led to the sulphanilamide being given by various 
routes and the dosage had been smaller than Dr. Banks 
advocated. The response had therefore been slower. 
All the cases, however, had been severe ones and all 
had made good recoveries. Dr. Jewesbury mentioned 
a case in which the concentration of sulphanilamide 
in the C.S.F. fell after the dose by mouth had been 
doubled. The concentration and the effectiveness 
of sulphanilamide in the C.S.F. seemed to be variable 
and unrelated to one another; Crawford and Fleming,? 
for instance, found that in one case a concentration 
of 1-39 mg. per 100 c.cm. in the C.S.F. sterilised it, 
whereas in another similar case a concentration of 
17-8 mg. per 100 c.cm. failed to do so. A constant 
dose by mouth often led to very variable concentra- 
tions in the C.S.F. 


ROYAL ACADEMY OF MEDICINE IN 
IRELAND 


At the meeting of the surgical section held on 

March 11th, a paper on 
Fractures of the Femoral Neck 

was read by Mr. ArTHUR CHANCE. It described 
48 cases treated by the Sven Johansson method, the 
advantages of which in Mr. Chance’s opinion are 
(1) that it is safe, even for old people, (2) that it is 
followed by an easy convalescence, (3) that firm 
bony union is the rule, and (4) that excellent func- 
tional results are obtained. Of the 48 patients 
operated on, 7 died; 5 of these deaths were attri- 
butable to the operation—a mortality of 10-5 per 
cent., a8 compared with a mortality by conservative 
methods estimated at 20-25 per cent. Given good 
apposition of the fragments at reduction, and con- 
tinued immobilisation by central positioning of the 
pin, bony union resulted in 86-90 per cent. of cases. 
Of 28 patients radiographed three months to a year 
after the operation, 22 showed firm bony union and 
in only 2 was there a definite non-union. A review 
of functional results in 30 cases operated on over six 





1 Jewesbury, E., Lancet, June 4th, 1938 P- 1262. 


1938, p. 987. 


2 Crawford, T.,and Fleming, G. B., [bid, April 30t 
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months showed 19 fit to return to their former occu- 
pations, 8 who had to use a stick or were unable to 
lead their similar pre-accident life, and 3 with poor 
functional result. Alteration in the position of the 
pin occurred in 14 cases, but in all but | of these 
there was already firm bony union. It was concluded 
therefore that a properly aligned pin never comes 
out in the early stages; when this occurred, with 
telescoping of the neck, it was due to too early 
weight-bearing. X ray examination at three-monthly 
intervals after operation was advisable to detect any 
movement of the pin. Arthritis was not the inevitable 
end-result of this method of treatment as was held 
by its critics. It was singularly absent in this series 
of cases. 
Mr. J. L. 
what 
could 
ment 


KEEGAN said that when one considered 
happened to these cases in former days, one 
not fail to be greatly impressed by the improve- 
achieved by the procedure described. 

Dr. R. W. Suaw said that in only 3 of the cases 
had it been necessary to give nitrous oxide as an 
adjuvant to the spinal anesthetic. The great majority 
of patients had had no objection to spinal anesthesia, 
but 3 patients had received Avertin and nitrous oxide 
alone. 


Mr. DENIS KENNEDY mentioned the case of the 
old patient whose femur gave way without any 


violence whatever. He felt that no series of pins or 
operations would bring the neck of such a femur 
into satisfactory condition. 

Mr. HENRY STOKES said that until the procedure 
described by Mr. Chance was introduced he had never 
seen what he would call a really good result in a case 
of fracture of the neck of the femur. 

Mr. 8. T. IRwIn’s own experience of this method 
had been gained in treating 33 cases during the last 
three years ; he had also operated on 12 other patients 
by various other methods. One case had been 
treated by pinning fourteen months after the fracture, 
and firm bony union had been obtained, so that the 
patient could now get about well. At first he had 
allowed his patients up the day after the operation, 
to sit on a chair; but now he was sure this was bad, 
for although the pin would keep the head of the 
shaft together, it would not allow the patient to 
move much for the first three days. He now kept 
patients in the ward for eight weeks, and then 
allowed them up only if there was obvious evidence 
of new bony development at the seat of the fracture. 
He believed that this was a life-saving method. 
Mr. Chance and he had discovered a good many 
technical points in commop. The guide-wire should 
never be extracted until the pin had got a good 
grasp of the head, and then the pin could be drawn 
out. The method he used was that of Hey Groves. 
There was only 1 case out of his 33 in which the 
apparatus had been at fault. It was essential to 
make certain that the inner pin was put down on 
the inner head of the femur and not on the line of 
fracture. This method of treatment was really very 
simple provided one had a good radiologist to help 
one at the operation, and also an assistant. It was 
necessary to have a really good team working together. 


MEMORIAL TO A CouNTRY DocTorR.—A stained- 
glass window has been placed in the Ceiriog Memorial 
Institute at Glynceiriog, Denbighshire, as a tribute 
to John Matthews Jones of Coed-y-Glyn who for thirty 
years practised in this valley. The window, which 
was designed by Mr. J. A. Crombie, A.R.C., has three 
lights and depicts the doctor paying a visit to a farmstead 
in the valley. Dr. Jones died in 1923. 
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REVIEWS AND NOTICES OF BOOKS 


Clinical Roentgen Therapy 


Edited by Ernst A. Ponte, M.D., Ph.D., F.A.C.R., 
Professor of Radiology; Chairman of the Depart- 
ment of Radiology and Physical Therapy in the 
University of Wisconsin. London: Henry Kimpton. 
1938. Pp. 819. 458. 


A COMPREHENSIVE text-book of X ray therapy in 
the English language is needed. This one is the joint 
production of seventeen contributors who write 
from experience gained in the United States, Canada, 
France, and Germany, and is designed to be read 
in conjunction with the recently published work on 
theoretical principles underlying this treatment under 
the same editorial control. The first chapter on 
diseases of the blood and blood-forming organs, by 
O. O. Meyer (Wisconsin), includes discussion of the 
treatment of Hodgkin’s disease, lymphosarcoma, and 
other diseases of lymph nodes. The dosage suggested 
for Hodgkin's disease is detailed, but since the author 
can give no general rule as to how often it should be 
repeated, he withdraws guidance just where it is 
needed. 

The second chapter on diseases of the circulatory 
system by Ross Golden and Orville L. Henderson, 
both of New York, covers new ground without offer- 
ing much hope of success by this form of treatment. 
G. E. Richards (Toronto), writing on the respiratory 
system and the breast, attributes so much importance 
to the dosage-rate that he alters his focal skin distance 
and milliamperage to obtain an average rate of 5 r 
per minute. It is difficult to see what advantage is 
gained by the method he describes, because judging 
from the illustrations, the same skin portal is used, 
at least partly, whatever the actual direction of the 
beam. He defines his skin erythema dose as 300 to 
400 r measured in air, and gives a surface dose of 
4000 to 6000 r per field at the rate of 200/250 r daily, 
without mentioning whether these quantities are 
measured in air or with backscatter. The illustra- 
tions of the method used for breast cancer are helpful. 
The technique suggested is an intensive fractional 
method, giving one-sixth of the total dose at each of 
six treatments, and thus delivering an erythema dose 
of 600 r plus 20 per cent. allowed for time. A second 
cycle is given two months after the first one, and a 
third three months after the completion of the 
second. H. Holfelder (Frankfurt-on-Main) contri- 
butes interesting notes on cases of malignant disease 
of the gastro-intestinal tract treated by radiation, 
and Charles A. Waters (Baltimore) writes on the 
urinary tract and male genital organs. Charles L. 
Martin (Dallas, Texas) is responsible for the important 
chapter on the female genital organs, which provides 
a sane and critical review of the various methods in 
use. He defines his dose of X rays carefully, the 
erythema dose being 600 r measured in air, with an 
increase of 33 per cent. if measured with backscatter. 
His radium doses are reckoned in milligramme hours. 
The chapters on the nervous system by A. Zimmern 
and J. A. Chavany (Paris), on the eye and ear by 
A. U, Desjardins (Rochester, Minn.), and on the glands 
of internal secretion by H. Langer (Pittsburgh) include 
many hints on the treatment of non-malignant con- 
ditions. O. Jiingling (Flensburg, Germany), writing 
on diseases of muscle, tendons, bones, and joints, 
recommends X ray therapy for a surprising number 
of infective diseases of bone. The book is completed 
by a chapter on cancer of the skin by J. J. Eller 
and on X ray. reactions and injuries by G. A. MacKee, 


both from New York, with an appendix by M. J. 
Hubeny (Chicago) on the medico-legal aspect of these 
injuries. This deserves careful study. In the United 
States radiologists seem to be much harassed and 
sometimes hampered in their work by litigation about 
reactions to treatment. Even at the risk of causing 
unnecessary alarm it may become desirable to explain 
to patients or their friends in advance that some 
unpleasant reactions are to be expected. 

This important work will be welcomed by radio- 
logists. It is perhaps inevitable that any attempt to 
cover the whole field of therapeutic radiation should 
have become more like a text-book on medicine with 
special emphasis on radiation treatment than a 
practical guide. We commend its use for reference 
when required and not as a stimulus to the indis- 
criminate trial of radiotherapy either in conditions 
amenable to simpler remedies or in those unlikely, 
on the evidence available, to respond to any known 
method of treatment. The printing and illustrations 
are excellent, and a good bibliography is appended to 
each subsection. 





Practical Talks on Kidney Disease 

By Epwarp Wetss, M.D., Professor of Clinical 

Medicine, Temple University School of Medicine, 

Philadelphia. London: Bailliére, Tindall and 

Cox. 1937. Pp. 176. 9s. 

Tuts book is an endeavour to summarise, in easily 
readable space, our present knowledge of nephritis. 
It does not attempt to compete with the large volumes 
which most authors seem to find necessary when they 
attempt an exposition of this complex subject. 
The author’s plea to be excused errors of omission 
that can be easily corrected by reference to other 
works is disarming, but it must not prevent us from 
noting that his survey is somewhat marred by an 
outlook which ignores almost completely the work of 
the school of Widal, and must diminish the usefulness 
of any survey of kidney disease. It is only fair to 
add that the student who reads this little summary 
will be led in the right direction to pursue his studies. 


Mothercraft: Antenatal and Postnatal 

Second edition. By RereGrnatp C. JEweEsBurRy, 

D.M. Oxon., F.R.C.P. Lond., Physician in Charge 

of the Children’s Department, St. Thomias’s 

Hospital; Hon. Medical Director to the Mother- 

eraft Training Society ; Physician to the Victoria 

Hospital for Children. London: J. and A. 

Churchill. 1937. Pp. 188. 10s. 6d. 

Wuitst this book embodies the methods instituted 
by Sir Truby King, it also presents the fruits of 
Dr. Jewesbury’s personal experience of their applica- 
tion over the past twenty years. As would be expected 
of the director of the Mothercraft Training Society, 
the author lays primary emphasis on the import- 
ance and management of breast feeding, which his 
teaching has done much to encourage. Study 
of the sections of the book devoted to artificial feeding 
suggests indeed that mothers who cannot afford a 
resident fully trained Truby King nurse might pardon- 
ably be tempted to prolong breast-feeding from sheer 
terror of the elaborate régime necessitated by weaning. 
Evidence that babies can be satisfactorily reared on 
the complicated formulas here recommended is 
not wanting ; but since it is common knowledge that 
both normal and marasmic babies can also thrive 
on much simpler schemes of diet it seems a pity that 
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Dr. Jewesbury has not been at more pains to justify 
a system that many regard as unnecessarily tedious 
and doubtfully scientific. In its second edition the 
book has, however, come more into line with the 
general trend of modern teaching, in that the 
introduction of whole milk and solids at an earlier 
age is now recommended. Apart from this, the 
changes are few but useful. The nutritional require- 
ments set out by the special committee of the League 
of Nations are now supplied. The excellent sections 
on the relation of mothercraft to other aspects of 
maternity work and on the physiology of lactation, 
contributed respectively by Dr. J. 8. Fairbairn and 
Prof. John Mellanby, F.R.S., have been brought 
up to date, though the hormonal control of lactation 
might with advantage have been discussed rather 
more fully. 





Textbook of Hematology 
By Wititiam MaGner, M.D., D.P.H., Pathologist, 


Saint Michael’s Hospital, Toronto. London: 
J. and A. Churchill. 1938. Pp. 395. 18s. 
Tuis new text-book contains in addition to a 


description of the recognised blood diseases chapters 
on the normal physiology of the blood and on 
laboratory methods. It is illustrated with charts, 
three-coloured plates, and a large number of photo- 


micrographs. Unfortunately the text is disappoint- 
ing. For example there is only scant reference to the 


importance of sternal marrow puncture as a diagnostic 
aid and no account of the recent work on those 
problems of iron metabolism on which a proper under- 
standing of the hypochromic anemias depends. 
The book contains many irritating inaccuracies and 
contradictions ; for instance on page 1 the average 
diameter of the red cells is said to be about 7-0 microns 
and on page 43 about 7-6 microns. We are unable 
to recommend this book without reserve either to 
students, physicians, or hematologists. 


An Introduction to Dermatology 
Third edition. By R. L. Surron, M.D., Se.D., 
F.R.S. Edin., Professor of Dermatology in the 
University of Kansas; and R. L. Surron, Jnr., 
M.D., Instructor in Dermatology in the University. 
London: Henry Kimpton. 1937. Pp. 666. 2ls. 


Tuts text-book for students was intended originally 
as a foundation upon which dermatological know- 
ledge could be built. It is a pity that this plan has 
been to some extent abandoned. In this edition 
descriptions of over thirty diseases have been added, 
many of them extremely rare and of small import to the 
beginner. As a result the volume is larger by over a 
hundred pages. Some space could have been saved 
by leaving out the names of authorities, with which 
nearly every page is generously peppered. The 
inclusion of names without full references serves no 
useful purpose and has an irritating effect upon the 
reader. An addition which all will welcome is that 
of forty-five new illustrations all, like the original 
ones, of high quality. 





Apes, Men and Morons 
By EARNEST ALBERT HooTON, Professor of Anthro- 
pology, Harvard University. London: George 
Allen and Unwin. 1938. Pp. 307. 10s. 6d. 


To those who admired Hooton’s patient scientific 
investigation of the ancient inhabitants of the Canary 
Islands, published 14 years ago, his new book must 
come as something of an anticlimax. In the writing 


of ‘‘ Apes, Men and Morons,”’ it is difficult to detect the 
hand of the painstaking physical anthropologist who 
compiled the monograph on the Guanches, The book 
consists of a series of loosely strung addresses, articles 
published in magazines, and chapters contributed to 
books. Since Prof. Hooton thinks that on the whole 
the dissemination of evolutionary teaching to the 
public at large may be inexpedient (p. 7) it is doubtful 
for whom this book is intended. It can hardly be 
that the author had in mind his fellow-workers, 
Not that there is a lack of good sound sense in 
the views advocated, or that the opinions expressed 
are devoid of real scientific support ; but the sound- 
ness of the teaching is lost in a mass of waggish dicta, 
framed in a language ill-adapted to an account of 
serious work. It is as a manifestation of a modern 
trend, rather than as a mere isolated entity, that we 
deprecate this book. In 1897 Dorsey wrote his 
monograph on the cranial characters of Papuans, 
and thereby established his reputation, among serious 
workers, as a physical anthropologist. Many years 
later he took the easier path in writing: ‘‘ Why 
we behave like human beings’’; a very clever book, 
in its way, and one that had a certain vogue. It 
would be a disaster for the science of physical anthro- 
pology in America if the easier path were to become 
habitual. 


A Short Textbook of Midwifery 


By G. F. GIpBERD, M.B., M.S. Lond., F.R.C.S. Eng., 
M.C.O.G., Assistant Obstetric Surgeon, Guy’s 
Hospital ; Obstetric Surgeon to In-patients, Queen 
Charlotte’s Maternity Hospital; Surgeon to Out- 
patients, Samaritan Hospital for Women. London : 
J. and A. Churchill. 1938. Pp. 529. 


Tuis text-book, which is not so very short, contains 
all the essentials of obstetrics. On the theoretical 
side there is not indeed much on this subject that 
the medical student has to learn. More perhaps than 
in any other branch of medicine, it is a wide clinical 





15s. 


experience that is essential to efficient practice. 
When setting out to gain this experience, the 


novice must have by him a reliable guide to remind 
him of basic principles and Mr. Gibberd’s book fills 
this need. It is definitely conservative in tone and 
this is as it should be for inexperienced readers ; 
even the sulphanilamide group of drugs receives 
only guarded recommendation. Toxemias of preg- 
nancy, about which so little is known and so much 
has been written, are well discussed, and the treat- 
ment suggested is on sound lines. The chapter on 
puerperal pyrexia is up to date and comprehensive. 


We have noticed no omissions of any moment. The 
illustrations are well chosen and do not encroach 


unduly on the text. Minor good points about this 
book, which add considerably to the reader’s comfort, 
are its convenient size, good paper, and clear printing. 





Artificial Fever 
By Ciarence A. Neyrmann, A.B., M.D., F.R.S.M., 
Associate Professor of Psychiatry, Northwestern 
University Medical School, Chicago. London: 
Bailliére, Tindall and Cox. 1938. Pp. 294. 27s. 
A TEXT-BOOK epitomising the facts known about 
fever induced by physical means is timely, though 
this volume, written by one of the pioneers of this 
form of treatment, hardly does full justice to its sub- 
ject. Dr. Neymann certainly has the grasp of essential 
facts which would be expected from one who has 
helped to guide “ electro-pyrexia ’’—as he calls it— 
through the difficult phases of immaturity. He 
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discusses the history and rationale of machine- 
produced fever and the effects of this treatment on 
physiological processes. The different techniques 
of induction and maintenance are described with 
full reference to much of the important experimental 
work. Dr. Neymann is a firm advocate of the method 
of producing fever based on the principle of electro- 
magnetic induction and believes that by this means 
actual heating of deep tissues is secured. He seems 
to be unduly critical of other methods which involve 
external heating and therefore transference of heat 
to the tissues through the medium of the skin— 
methods which have proved safe and effective in 
expert hands. The omission of details of the nursing 
technique in electro-pyrexial treatment is unfor- 
tunate in view of its vital importance. The later 
chapters deal with individual diseases, for the treat- 
ment of which electro-pyrexia is, or has been, used, 
and here much space is devoted to the history and 
clinical features of each individual disease in the form 
of sketchy summaries which are irrelevant to the 
main argument. The effects of artificial fever 
as far as they are known at present are care- 
fully and fully deseribed in the light of personal 
experience and recorded results. Some of the con- 
clusions drawn—as, for instance, in the chapter on 
multiple sclerosis—seem to be based on hope and 
enthusiasm rather than on the material facts. Dr. 
Neymann’s style is, for the most part, descriptive 
and concise, but he sometimes allows himself a 
looseness of expression that cannot be ascribed to 
transatlantic idiom. There are, too, occasional 
purple patches of decorative writing which are no 
adornment to a text-book. Printer’s errors—e.g., 
** insiduous,”’ “‘intractible,” and “ chorioditis ”—are so 
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numerous as to provide good material for a spelling- 
bee among readers. The book ends with a compre- 
hensive and useful bibliography. If the student of 
the subject is prepared to disregard a host of minor 
sources of irritation, he will find much that is useful 
and instructive in this volume. 


Digestive Tract Pain 


By Cuester M. Jones, M.D., Assistant Professor 
of Medicine, Harvard University ; Physician, Massa- 
chusetts General Hospital. London: Macmillan 
and Co, 1938. Pp. 152. 10s. 6d. 


Tuis well-printed and nicely bound volume contains 
a series of observations on patients with abdominal 
pain. The symptoms were correlated with the radio- 
logical findings and in many cases the diagnosis was 
established by subsequent operation. Preliminary 
chapters describe briefly the present state of our 
knowledge of the origin and localisation of pain arising 
from various sections of the alimentary canal, and the 
critical reader will perhaps find the book a further 
source of distress at our ignorance ; for it is rarely 
possible to make anything like a dogmatic diagnosis 
from the mere analysis of symptoms, and any scientific 
tabulation of cause and effect is therefore out of the 
question. Unhappily, we have to face the fact that 
visceral pain is closely related to the personality of 
the patient and that similar lesions are liable to 
produce symptoms varying both in intensity and in 
localisation in different individuals. Diagnosis 
remains a matter of clinical acumen coupled with the 
proper use and evaluation of ancillary methods of 
examination. 


NEW INVENTIONS 


A DRIP-FEED FOR DIVINYL ETHER 
Tue drip-feed illustrated below has been designed 
for use on any type of Boyle or McKesson apparatus. 
It can be carried, or left attached to the apparatus, 
without fear of the liquid escaping by evaporation 
or leakage. This is made possible by a revolving 
sleeve, controlled by the larger milled wheel (c), 
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which in the position “‘ off ’’ closes both the inlet and 
the drip outlet, when the attachment is not in use. 

A standard-size bottle of divinyl ether is screwed 
firmly into the base, care being taken that the foil- 
covered washer (0) is in place. In this position the 
bottle, base, and sight-feed hang vertically beneath 


the tubular mount which attaches them to the 
machine. With the larger milled wheel (c) in the 
‘* off’ position, not only is the bottle cut off from 
the sight-feed, but the sight-feed is cut off from this 
tubular mount, and added security is thus provided 
against unintentional contamination of gases flowing 
through the tubular mount from the anesthetic 
apparatus to the face-mask, Diviny] ether has remained 
in the bottle for three weeks without any loss of volume. 

When required for use, the apparatus is revolved 
on its tubular mount through 180° and is held in this 
position by the screw (R). The sight-feed is now in 
free communication with the tubular mount, with the 
bottle standing inverted above the mount. The 
larger milled wheel (c) is then turned counter- 
clockwise to “on.” This opens the inlet, thus 
equalising the air pressure in the bottle above the 
fluid and in the tubular mount and sight-feed, and 


allows fluid to enter the drip outlet. The rate of 


drip is then regulated by means of the smaller milled 
wheel (D) which, turned counter-clockwise, increases 
the rate of drip and turned clockwise decreases the 
rate. Anesthetic fluid drips through the glass 
chamber (Q) on to a metal gauze (I) in the tubular 
mount where it is vaporised by respiratory gases. 
The rate of drip having been adjusted, it can be 
interrupted at will by means of the milled wheel (c) 
without altering this adjustment. 

I have used this attachment for the past 18 months 
with satisfactory results, mostly for divinyl ether 
but occasionally for ether and chloroform. It is 
especially suitable for closed anzsthesia, since fluids 
are volatilised with no resistance to breathing. It 
has been made to my instructions by Coxeter and 
Son, Morden-road, London, 8.W.19. 


T. A. B. Harris, M.B. Melb., D.A., 
Anesthetist to Guy’s Hospital, London. 
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THE BORDERLAND OF LIFE 


Four years ago most workers on viruses when 
questioned as to the probable nature of the 
filtrable agents they were studying would have 
replied with little hesitation that they were minute 
living micro-organisms. To-day this question 
would not perhaps be answered so confidently, 
though workers in this country at any rate still 
largely subscribe to the “living” theory. Their 
faith in it, however, has been a little shaken by 
the recent demonstration that certain plant viruses, 
more particularly the virus of tobacco mosaic and 
its variants, are peculiar proteins of very high 
molecular weight. Though before 1935 various 
investigators held that tobacco mosaic virus was 
probably a simple protein, it was W. M. STaNLEY in 
America who in that year provided the first really 
solid evidence in support of this contention. And 
although the observations made at Cambridge by 
BawDEN, Pirie, BERNAL, and FANKUCHEN are 
in disagreement with STANLEY’s findings on one 
point—the possibility of obtaining the tobacco 
mosaic virus in the form of true crystals—in all 
other respects they are in full accord; tobacco 
mosaic virus seems to be a heavy protein of very 
large molecular size which can be obtained in a 
high state of purity without any loss of virulence. 
Both in America and this country rapid strides 
have been made in this aspect of plant virus 
research. The variants to which tobacco mosaic 
virus gives rise, as well as several other plant 
viruses, have been identified with heavy proteins, 
each virus protein being clearly distinguishable 
from the rest; the protein of one virus, that of 
bushy stunt, has been obtained by the Cambridge 
workers in the form of true crystals. Although 
there is still just a possibility that these proteins 
are not the viruses themselves, but an impurity 
in the form of pathological proteins resulting from 
the disease process with which the virus is asso- 
ciated, the available evidence strongly supports 
the view that the proteins are in fact the viruses. 
Some viruses, then, seem to be nucleo-proteins that 
can be obtained in paracrystalline or crystalline 
form and, according to accepted view as to what 
constitutes life, are non-living agents. And it is 
the bearing of this astounding new knowledge on 
the problem of the nature of viruses in general 
that is engaging the attention of virus workers 
throughout the world to-day. 

Are we to abandon the idea that any of the 
viruses, even the largest animal ones, are living 
organised things and conclude that all viruses are 
non-living? Or must we assume that the big 


group of disease agents which we call viruses is 
really a heterogeneous collection comprising both 
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living and non-living agents? There is a third 
possibility—to make more liberal our views on what 
constitutes life and to admit that as the result of 
adaptation to a parasitic existence a micro- 
organism may eventually lose all enzyme activity 
and become completely dependent on the cells it 
parasitises for all the factors necessary for its 
existence—a form of life without an independent 
metabolism. It is this conception which Sir 
Patrick LatpLaw puts forward in the Rede 
lecture for 1938 which he delivered recently at 
Cambridge. He accepts the large viruses as 
minute bacteria. They have definite shape and 
size; they can reproduce themselves and retain 
their individuality irrespective of the cellular 
environment in which this multiplication takes 
place ; and some of them have an antigenic com- 
plexity similar to that of bacteria. The only 
thing which they have not been shown to possess 
is an independent metabolism and it is not, as Sir 
PaTRICK points out, their size which would prevent 
this, since the organism of bovine pleuro-pneumonia 
and the minute organisms which he and W. J. 
ELFORD isolated from sewage are of the same order 
of size as the large viruses and yet have demon- 
strable metabolic activities. Sir Patrick is not pre- 
pared to accept the view put forward by STANLEY 
and others that those plant viruses which are 
simple proteins are autocatalysts. His objection is 
that this hypothesis presupposes the existence of a 
precursor substance in the susceptible cells from 
which the autocatalytic virus manufactures itself. 
A virus with a wide host range would require the 
presence of the specific precursor in the cells of 
quite unrelated species. The cells of the chorio- 
allantoic membrane of the developing hen’s egg, 
susceptible to many viruses, would have to possess 
a whole range of precursor substances, which is 
hardly credible. Another objection to the auto- 
catalytic hypothesis is that if the formation of a 
virus from its precursor were such a simple matter 
one would expect viruses to arise spontaneously in 
isolated communities from time to time and there 
is no evidence that this occurs. Further, if one 
accepts the large viruses like vaccinia and psitta- 
cosis as living micro-organisms and the plant virus 
proteins and possibly the very small animal viruses 
as non-living autocatalysts, where, Sir Patrick 
asks, is one to draw the line ? If, for instance, the 
virus of foot-and-mouth disease is to be placed in 
the non-living group, where is one to classify the 
virus of vesicular stomatitis which, though con- 
siderably larger, produces an identical clinical 
condition ? 

As Sir Henry Date concluded in his Huxley 
lecture three years ago, the virus group has to 
be considered as a whole. Either viruses are 
all living things or they are all non-living agents ; 
to draw a line dividing the group into two 
classes of agent of such diverse character appears 
almost impossible. Finding himself in agreement 
with this conclusion, Sir Patrick LarpLaw puts 
forward the view that in the group of viruses we 


* Virus Disease and Viruses. By Sir Patrick Laidlaw, 
F.R.C.P., F.R.S. London: Cambridge University Press. 1938. 
Pp. 52. 2s. 6d. 
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have a collection of micro-organisms which have 
traversed the path of evolution towards the goal 
of complete parasitism to varying degrees. The 
large viruses would thus be those which had lost 
the power to synthesise one or two essential factors 
necessary for their life and had so become dependent 
on that cellular environment where these particular 
factors were to be found. And passing down the 
virus scale there would be the loss of more and 
more metabolic activities until one reached the 
smallest viruses bereft of all ferment activity, the 
“‘ ultra-parasites ” resigned to living a borrowed 
life. The very simplest form of virus would thus 
be micro-organisms which had lost everything 
except the ability to transmit the character of the 
species. It is, assuredly, a most attractive hypo- 
thesis but it leaves one point unexplained. If the 
very simplest form of virus which is represented 
by a simple nucleo-protein in molecular dispersion 
does not reproduce itself by autocatalysis, then 
how does it multiply ? Does it do this by fission ¢ 
If so, this is something quite foreign to our 
conception of the behaviour of molecules. 


GENERAL OR SPECIAL HOSPITAL FOR 
MATERNITY ? 


ConceRN for the hard core of the maternal 
death-rate is leading, rightly or wrongly, to a great 
increase in the demand for institutional care. In 
three districts of New York City 80 to 90 per cent. 
of deliveries take place in hospital, and there is 
evidence that this figure may yet be equalled in 
this country. If Prof. Monro Kerr had his way 
it would be exceeded. The discussion over which 
he recently presided! at the Royal Sanitary 
Institute, and a rather earlier (March 25th) 
discussion from a slightly different standpoint at the 
Royal Academy of Medicine in Ireland, show that 
informed opinion is exercised by the main problem, 
can the obstetric art be better practised at home, 
in a special hospital, or in a unit of a general 
hospital where its force is joined by other depart- 
ments which assume for its purpose, and in the 
best sense, an auxiliary réle ? 

The function of the maternity hospital is not 
simply the conduct of normal labour in healthy 
women. Were it so, separate housing would be the 
evident course to protect against infection. Ante- 
natal and postnatal care and pediatrics are obvious 
extensions of its responsibility. The system 
responsible for the climax of the confinement must 
also supervise events leading up to it and the 
subsequent rehabilitation ; and this calls for the 
knowledge and practice of every improvement in 
the prevention and treatment of disease and 
disability in mother and child. These considera- 
tions led the Departmental Committee on Maternal 
Mortality and Morbidity (1932) to reeommend the 
inclusion, wherever possible, of maternity units 
within general hospitals. Throughout his period of 
responsibility the obstetrician is called upon to 
deal not only with the “unruly waywardness ” 
that pregnancy may cause in the organism, but 
also with “ the imperfections of long ingrafted con- 





* See Lancet, April 30th, p. 1000. 
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dition.”” Hence departments of medicine, surgery, 
orthopedics, pathology, dietetics, and radiology 
all form part of the ideal maternity service. Their 
lack cannot be compensated by the most devoted 
obstetric skill. The maternity unit of the general 
hospital has all these needs fulfilled under the 
one roof. Medical or surgical complications can 
be treated in convenient collaboration with 
specialists but with the obstetric significance of 
each development understood, and the ultimate 
decision governed by the department undertaking 
the final test, the actual delivery. The need for 
easily available specialist advice extends even into 
the labour theatre. Close contact with a radio- 
logical department is essential to the nice conduct 
of difficult cases and emergencies whose previous 
history is unknown. Our knowledge of the sources 
of hemolytic streptococcus infections and the new 
chemotherapy have gone far to solve one problem 
of puerperal sepsis. There remains the other great 
cause of death and disability, the anaerobic 
streptococci. It may be that better understanding 
of the mechanism of labour will lessen this danger 
also. Radiography, by showing the available 
room in each type of pelvis, may to some extent 
prevent the trauma from blind manipulations 
which predisposes to infection. 

In particular a pathological department should 
be at the service of a maternity unit, and this is 
the strongest argument for its association with 
a general hospital. The advantages that its 
bacteriological research department gives such a 
special hospital as Queen Charlotte’s may well 
be unrivalled. For the average maternity ser- 
vice, even the faint shadow of such resources 
would be unobtainable unless it were incorporated 
with other departments to justify the appointment 
of a full-time pathologist. In the puerperium the 
obstetrician has to depend almost completely on 
the bacteriologist’s report for the appropriate 
segregation of the emergency admission, the 
unbooked, the suspect, and the infected cases. 
The protagonist of the special hospital may 
protest that contact between the nursing staff of 
the maternity and other units of the general hos- 
pital will increase the risk of infection reaching 
the parturient or puerperal woman. It should be 
possible to ensure, however, that the staff of each 
unit have no contact while in uniform. The case 
for separate housing requires more study. While 
R. CRUICKSHANK has demonstrated that nurses in 
contact with cases of streptococcal infection in 
surgical wards show a considerable percentage of 
carriers, experience at Queen Charlotte’s has been 
different. Investigations there have shown no 
significant difference in the incidence of carriers 
among the nurses of the entirely separate main and 
isolation blocks. Perhaps the difference lies in the 
care taken in the isolation block, by adequate 
masking of the nose and mouth, to guard against 
the development of carriers. At the British Post- 
graduate Medical School, among other similar insti- 
tutions, it has been shown that the same principles 
are feasible in the maternity unit of a general 
hospital with an enthusiastic and _ instructed 
staff. 
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Most important of all is the continued responsi- 
bility of the obstetrician—in the antenatal, intra- 
partum, and postnatal care of the childbearing 
woman—for the application of the advances of 
modern medicine in every specialty. In the 
majority of cases the special maternity hospital 
will allow him to discharge this duty ; the ancillary 
departments of the maternity unit within a general 
hospital will permit it in all. 


THE SARCOIDOSIS OF BOECK 

Boeck’s sarcoid is familiar to most physicians 
as an uncommon and bizarre skin disease ; but 
there is more and more reason to think of this 
skin lesion as merely one manifestation of a 
generalised morbid process. ScHAUMANN has been 
urging this broader view since 1914 and it is now 
generally accepted that the skin is affected in 
only about half the cases. Dermatological mani- 
festations other than those described by Bozeck— 
first as multiple benign sarcoids and later as 
miliary lupoid—are now admitted as part of the 
syndrome, the most important being lupus pernio, 
angiolupoid, and érythrodermie sarcoidique. The 
other main localisations of sarcoidosis are infil- 
trations of the phalanges of the fingers and toes, 
producing a deformity resembling spina ventosa 
and the radiological picture known as Jiingling’s 
osteitis multiplex cystica vel cystoides tuberculosa ; 
lymphadenopathy and splenomegaly ; pulmonary 
lesions with an irregular miliary distribution often 
associated with enlarged mediastinal and hilar 
lymph nodes ; and iridocyclitis. Infiltrations may 
be found in almost any organ or tissue ; enlargement 
of parotid and lacrimal glands has often been 
reported and Borck himself wrote of the frequency 
of catarrhal symptoms due to mucosal lesions in 
the upper respiratory tract. 

The histological characteristics of all the lesions 
are the same: they consist of a focal proliferation 
of histiocytes to form collections of epithelioid 
cells with an occasional histiocytic giant cell. 
There is usually no surrounding lymphocytic 
infiltration and caseation is not seen. The tubercle 
bacillus is not found in sections, and animal 
inoculations—with one or two dubious exceptions— 
have been consistently negative, though the morbid 
histological change is what was described by 
ZIEGLER as “ hyperplastic tuberculosis ”’ and what 
many pathologists still call ‘‘ endothelial tubercle.” 
Evidence that the lesions are due to mycobacterial 
infection is not forthcoming and the Mantoux 
test is often negative. There is a wrangle of long 
standing over the tuberculous origin of sarcoidosis 
which recalls the dispute about the etiology of 
Hodgkin’s disease, and a recent paper! has once 
again raised this question. A case of sarcoidosis 
occurring in the son of a formerly phthisical man 
is described ; this boy had enlarged lymph nodes 
in the neck for five years and afterwards also in 
the mediastinum; biopsy showed the typical 
histology of sarcoidosis and the Mantoux test was 
negative. Later he developed overt pulmonary 
tuberculosis with a positive intradermal reaction— 
7 With, T. K.,and Helweg-Larsen, P., Acta med. scand. 1938, 
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contact with a case of open tuberculosis was 
elicited—and he finally died from miliary dissemina- 
tion. The authors show laudable caution and 
draw only the tentative conclusion that tuberculosis 
and sarcoidosis are in some way related. Reports 
of cases of this type are numerous and such obser- 
vations have often been employed as an argument 
favouring the tuberculous etiology of sarcoidosis. 
The fallacies in this reasoning need no demonstra- 
tion and it is reasonable to regard the pulmonary 
tuberculosis as a secondary infection such as is 
acknowledged to take place in Hodgkin’s disease 
and leucosis. 

Any individual case of sarcoidosis may show 
lesions in one or more of the typical sites when 
first seen, but if it is kept under observation for 
a long time further lesions will appear and the 
earlier ones may retrogress. Symptoms of general 
intoxication, such as fever, loss of weight, and 
malaise, are often lacking and the course is extremely 
chronic with a tendency to spontaneous retrogres- 
sion and recovery. It will be noted from the 
description we have given that if iridocyclitis and 
parotid gland enlargement are associated in the 
same case the symptom-complex known as uveo- 
parotitis or febris uveoparotidea of Heerfordt will 
be produced. Lymphadenopathy and _spleno- 
megaly have often been described as occurring in 
this syndrome and the parotid gland shows the 
typical histological picture of sarcoidosis. Indeed 
recent reports? go far towards proving that 
uveoparotitis is no more than a clinical variant 
of sarcoidosis. It is interesting to reflect that it 
has required forty years of investigation to reveal 
the true nature of the latter disease. Even though 
its causation is still unknown it must now stand 
alongside Hodgkin’s disease and leucosis as one of 
the systematised proliferations of the lympho- 
reticular tissue—in the jargon of morbid histology, 
a histiocytic sinus reticulosis. 


_ 








Ir would be ungrateful to allow Prof. Sigémunp 
FrREvupD to make our country his future home without 
bidding him welcome. His teachings have in their 
time aroused controversy more acute and antagonism 
more bitter than any since the days of Darwin. 
Now, in his old age, there’are few psychologists of 
any school who do not admit their debt to him. 
Some of the conceptions he formulated clearly for 
the first time have crept into current philosophy 
against the stream of wilful incredulity which he 
himself recognised as man’s natural reaction to 
unbearable truth. Others have been discarded by 
all but a loyal band of psycho-analysts, and still 
others have been developed, extended, and altered 
so much as to make them hardly recognisable. FREUD 
comes to us at a time when one at least of his classic 
works is available to anyone who has 6d. to spend, 
and the audience to which he thus speaks directly 
is limitless. This is not the time to appraise his 
contribution, but to greet him in the hope that he 
may find peace and some joy among his many friends 
and admirers in London. 

2 Longcope, W. T., and Pierson, J. W., Bull. Johns Hopk. 


Hosp. 1937, 60, 223; Slot, W. J. B.; Goedbloed, J., and Gosling, 
J., Acta med. scand. 1938, 94, 74. 
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HEALTH RISKS OF CINEMA OPERATORS 


In the projection of moving pictures in present- 
day cinema houses, the source of light is the carbon 
are. It has long been known that an electric spark 
in air will form nitrous fumes and the toxic effects 
of such fumes are well known. It seems high 
time therefore that attention was paid to the 
conditions of ventilation under which cinema operators 
work. Unless these are good the operator will be 
exposed both to excessive heat and to nitrous gases. 
Qualitative and quantitative analyses of these gases, 
as reviewed on p. 1348 are by no means reassuring, 
and Philip Drinker and Snell! have done well to 
consider the precautions that ought to be taken. 
They find that the heat output of the carbon are in 
the cinema projection lamp is about 160 British 
thermal units per minute, and the temperature at 
the entrance to the lamp flue reaches 300° F. after 
the are has been burning for half an hour. When. 
two lamps are used alternately, as is the practice 
in cinema booths, about one-sixth more heat is 
generated—i.e., 187 B.t.u. per minute. Efficient 
ventilation both of the lamp flue and of the room 
itself is therefore needed to make the temperature 
conditions reasonably comfortable for the operator, 
and the experiments of Drinker and Snell showed 
the great advantage of having a high rate of air move- 
ment in the lamp flue, as a means of diminishing 
both heat and fumes. The investigators conclude 
that if the ventilation of the lamp and the room 
will dispose of the heat from the arc, it will at the 
same time remove the harmful products of com- 
bustion. They recommend that the flue pipe from 
the projection lamp should be ventilated at a minimum 
rate of 12 c.f.m.—preferably at 50 c.f.m.—and that 
the room or booth itself should be connected to the 
air-conditioning system of the theatre; or if such a 
system is not available, the booth should be ventilated 
at a rate (about 20 to 30 air changes per hour) 
sufficient to maintain a comfortable temperature. 
In such places as the large Hollywood motion- 
picture stages, where it is impossible to put flue 
pipes on the projection lamps, there should be 
enough general ventilation of the stage to remove the 
heat and the products formed by the carbon are 
electrodes. 


BACTERIOLOGICAL CULTURE OF THE 
BONE-MARROW 


Seyfarth, in 1923, appears to have been the first 
to examine the bone-marrow during life, his object 
being to obtain information about the types of cells 
present in certain diseases of the blood. To this 
end he removed a small disc of bone from the sternum, 
and this amounted to a minor surgical operation, 
with all its attendant disadvantages. In 1929 Arinkin 
introduced a special cannula fitted with a needle for 
sternal puncture, and thereby made the withdrawal 
of bone-marrow from the sternum a comparatively 
simple process. Though widely used in hematological 
work, this method has only lately been introduced 
into clinical bacteriology ; but a few observations 
have already been made by different workers on the 
frequency of bacteria in the bone-marrow in a number 
of infective diseases. One of the most recent explorers 
of this field is Barbagallo,? and using Baserga’s 


1 Drinker, P., and Snell, J. R., J. industr. Hyg. April, 1938, 
p. 289. 
? Barbagallo, G., Policlinico, sez. med. 1938, 45, 230. 





modification of Arinkin’s needle and cannula, he has 
practised puncture of the sternal medulla in 21 cases. 
The technique he employs consists in sterilising the 
skin over the upper part of the sternum, anesthetising 
it with an ethyl chloride spray, and then injecting 
Stovaine in the neighbourhood of the periosteum. 
The puncture itself is made about the level of the 
second intercostal space. Under firm pressure the 
needle and cannula enter the anterior bony plate of 
the sternum and then slip easily through the can- 
cellous tissue underneath. The needle is removed, a 
syringe is attached to the cannula, and some of the 
medulla is withdrawn by suction and inoculated 
directly into suitable liquid media. The cannula is 
then taken out and the puncture wound covered with 
a simple dressing. Stovaine acts very rapidly, and 
the whole operation, except for the actual withdrawal 
of the bone-marrow by suction, is apparently painless. 
The 21 patients examined comprised 1 suffering 
from infective endocarditis, 6 from undulant fever, 
and 14 from typhoid fever. Altogether 34 examina- 
tions of the sternal medulla were made on these 
patients, together with simultaneous blood cultures. 
The causative bacterium was isolated from 8 of the 
34 blood cultures and from 21 of the medullary 
cultures. The difference in favour of the latter 
method is fairly striking. It may be noted that nearly 
all the positive cultures were obtained from patients 
whose temperature was 99-5° F. or over. Barbagallo 
sees no reason why medullary culture should not be 
introduced into current hospital practice. Experience 
alone, however, will show whether its superiority 
over blood culture is sufficient to justify the greater 
inconvenience caused to the patient. 


IS TULARAZMIA CONVEYED BY MOSQUITOES? 


A sERIOUS outbreak of tularemia in Sweden last 
year led to an epidemiological study by Dr. Gunnar 
Olin! of the State Bacteriological Laboratory in 
Stockholm. This outbreak, with 115 cases, was the 
third and most serious to overtake Sweden; 31 
persons were affected in 1931, 48 in 1934, and none 
in the intervening years. Only 3 of the 115 
eases could be linked up with the handling of a 
diseased hare; this had been found half-dead and 
fed to foxes in a fox farm whose occupants were, 
apparently, none the worse for this particular meal. 
In a féurth human case, the handling of a rat found 
dead might possibly explain the mode of infection, 
but in the remaining 111 cases a less direct process of 
infection had to be sought, and Olin has carefully 
weighed against each other the claims for contact 
infections between human beings, and infections by 
biting insects. He prefers the latter, and notes in 
support of it that in all three outbreaks the incidence 
was highest at the same time of the year—i.e., in the 
autumn. Pointing in the same direction were the 
facts that rural areas suffered more than towns and 
that females suffered more than males (65: 50), the 
surface of the body available to biting insects being 
considerably greater in females than in males. Then 
again there was a substantial decline in the number 
of cases from the middle of September onwards. Had 
the infection spread directly from one person to 
another, there would have been several families with 
more than one case in each, but there were only 
three such families. The position of the so-called 
primary lesion was also suggestive of an insect vector 


1 Hygiea, April 5th, 1938, p. 236. 








Ll ee 


To} 


as eS 


—- 


a ee ee ee a ee ee ee ee 


~~ ht eee 


ae ee ae ee 


_ a 2h. Oe Oem a 


ee ad” tt Gl el ee, ee te i ee ai ie i 











THE LANCET] 


of the disease, for among 97 cases of the ulcero- 
glandular form of it the legs were involved in 57, 
the arms in 15, and the face or neck in 25. This 
predilection for the legs, with more female than 
male cases, is linked up by Olin with the fact that 
in the summer Swedish women go bare-foot. In the 
15 cases in which the arm was the seat of the primary 
lesion, it was the forearm rather than the upper arm 
or hand which suffered. 

American workers have already shown that ticks 
and biting insects can transmit tularemia from 
animals to man, and Olin produces evidence of severe 
mortality among the hares in the affected districts of 
Sweden. As the link between hare and man he 
dismisses ticks on the somewhat slender ground 
that persons bitten by them would be sure to 
remember their affliction. A horse-fly, Chrysops 
discalis, is a known vector but he could find only 
two persons in the series who recalled being bitten 
by horse-flies at a relevant time. This, he thinks, 
narrows the indictment down to mosquitoes, of 
which four species of aedes and one of theobaldia 
have been shown to transmit infection to guinea-pigs. 
Unfortunately bad weather prevented direct examina- 
tion of mosquitoes for tularemic infection and no 
animal experiments seem to have been undertaken. 
Hence Olin’s indictment of some stinging insect, 
probably a mosquito, rests at present on circum- 
stantial evidence. It will be noted that the three 
epidemics of tularemia from which Sweden has 
suffered have been at three-year intervals and this 
periodicity may be explicable by the recovery of the 
wild rodent population, decimated after an epizodtic 
of tularemia, to a level at which another epizoétic 
can begin. The infection has been shown to be 
endemic in the rodent population in certain parts of 
Sweden, but human infection is apparently limited 
to the time of an epizodtic. 


THE APICAL LEAD IN THE DIAGNOSIS OF 
CARDIAC INFARCTION 


In electrocardiography it is now part of the routine 
to take a tracing with an electrode placed over the 
apex-beat (Lead IV), and it is recognised that in some 
eases of cardiac infarction this lead gives more 
information than the limb leads. With a more or 
less incomplete clinical picture and equivocal changes 
in the electrocardiogram of the limb leads, a definite 


diagnosis may yet be made from characteristic 
changes in the apical lead. Thus Sprague and 


McGinn ! found that in 16 of 92 cases of coronary 
thrombosis, recent or old, Lead IV gave evidence 
not apparent in the three limb leads. The infarcts 
were all of the anterior type, and it is in this, rather 
than the posterior, type that the superior value of 
Lead IV has been demonstrated. In this study the 
right-arm electrode was placed over the apex and 
the left-leg connexion was used as the indifferent 
electrode ; hence the waves were in the sense opposite 
to what would be obtained by the method now 
generally practised, with which the T wave is 
normally upright. Expressed in terms of the Lead IV 
now Officially recommended? and generally used, 
the main changes in Lead IV after acute infarction 
were absence of the R wave, upward displacement of 
the S-T segment, and a diphasic or negative T wave. 
The changes characteristic of infarction may persist 
in Lead IV when they have more or less disappeared 
from the limb leads, and Sprague and McGinn had 


1 Sprague, H. B., and McGinn, S., New Engl. J. Med. 
Marc 


3ist, 1938, p. 555 
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10 such cases, in 6 of which the limb leads were 
suggestive but not diagnostic of infarction. Clinical 
details and tracings of 4 cases are given, and in all 
these the diagnosis of cardiac infarction could be 
made, with little room for doubt, from the symptoms 
and from the limb-lead tracings. But the changes 
of Lead IV are certainly more conspicuous. 


SACROCOCCYGEAL SINUS 


Tue sinus or fistula of congenital origin some- 
times found in the region of the coccyx is one of the 
most troublesome of minor surgical complaints. 
Apart from the agreed fact that it is congenital, its 
pathology has not been altogether clear. The sinus 
tract commonly leads to a cyst, and it is uncertain 
whether cyst and sinus arise from the neurenteric 
canal or are the result of ectodermal invagination. 
Rogers and Dwight,! in examining some 400 cases, 
have never seen a &Sinus communicating with the 
neural canal, and McKirdie? also believes that the 
weight of evidence is in favour of the invagination 
hypothesis. This is not mere idle speculation, for the 
condition is difficult to treat and when it recurs the 
suggestion may be made that the excision was too 
limited. If the surgeon believes in the neurenteric 
origin of the sinus he will feel justified in removing 
the coccyx and carrying the excision up to the 
sacrum, whereas if he believes that the sinus arises 
from the skia he will avoid unnecessary exposure of 
the deeper tissues with its risk of infecting a large 
raw area. 

It is the liability to recurrence that causes most 
trouble. MecKirdie, who reports 22 recurrences in 87 
cases, has come to the conclusion that the essential 
factor is infection, and the formation of sinuses from 
infected tissue. Emphasis on the danger of leaving 
behind remnants of sinus has led to unnecessarily 
wide excisions; the usual type of sinus tract lies 
along the midline and can be eradicated by excision 
of a comparatively small block of tissue. What is 
important is to leave no dead spaces and to ensure 
complete hemostasis; wide undercutting laterally 
exposes further tissue to infection, and sinuses may 
result in the scar which are mistaken for evidence of 
lateral extension of the tract. Rogers and Dwight 
have had great success with cautery excision, which 
they perform under local anesthesia with Novocain 
except where they anticipate special difficulty. 
They use open packing and aim at sound healing by 
second intention, reserving primary closure for cases 
where there seems a fair chance that infection is 
slight and where, in order to shorten the healing- 
time, the added risk seems justifiable. McKirdie 
believes that the wound should be closed if the 
surgeon feels reasonably sure that it is not grossly 
infected. Of his 87 cases, 68 were treated by suture 
and drainage, though partial closure with a gauze 
pack was used in a few. In his view drains should 
be inserted at the upper angle, never at the lower, 
and he advocates wide open packing where there is 
gross infection, provided conditions allow of post- 
operative care by the surgeon himself. Ambulatory 
treatment probably gives better results than treat- 
ment in bed if the dressing is well secured during 
defecation and the buttocks are strapped to prevent 
excessive movement during waiking. 

The term pilonidal sinus, by which the sacro- 
coccygeal sinus is sometimes known, refers to the 
hairs embedded in the cyst. Hairs are not often 


1 Rogers, H., and Dwight, R. W., Ann. Surg. March, 1938, 
». 400. 
. 2 McKirdie, M., Ibid, p. 389. 
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found when infection is of long standing, for in such 
cases the original squamous epithelial lining is 
replaced by granulation tissue. Staphylococcus aureus 
and albus are the usual infecting organisms. It is 
noteworthy that in their extensive experience Rogers 
and Dwight have never seen cancer develop in one of 
these sinuses. 


THE SEQUEL OF CERTAIN OPERATIONS 
FOR PROLAPSE 


Tue plastic surgery of genital prolapse is just over 
100 years old. During that time great advances have 
been made, both in knowledge of pelvic floor anatomy 
and in the details of surgical technique. The opera- 
tion is now a commonplace of gynxcology and its 
risk and complications tend to be overlooked, One 
of them was noted by Mr. Bryan Williams in a recent 
communication to the North of England Obstetrical 
and Gynecological Society... He reported that in 
a series of women in whom cervical amputation 
was combined with colporrhaphy, no less than 
28 of 49 subsequent pregnancies ended in abortion. 
This danger following high amputation of the cervix 
has long been known though probably not sufficiently 
respected ; but it is only fair to point out that the 
high incidence of abortion in this particular series 
may be partly due to the fact that the 49 pregnancies 
occurred in only 37 patients, The danger of sub- 
sequent abortion depends also on the height at which 
the cervix is amputated ; most gynecologists believe 


that amputation at a reasonably low level is not 
followed by an unduly high abortion rate. This 


should be borne in mind, since adequate vaginal repair 
is often impossible without simultaneous amputation 
of some part of the cervix. Other risks of prolapse 
operations are often ignored ; even the case-mortality 


rate, although low, is not negligible; a rate of 1 per 
cent, has been, but in practice is not often, attained. 


cardiac failure, cerebral throm- 
peritonitis, and anesthetic deaths 
all take their toll. The desirability of careful 
selection of cases and of rigidly aseptic operative 
technique need hardly be emphasised. 


Pulmonary embolism, 
bosis, septicemia, 


The commonest complaints made by patients after 


the operation are of dyspareunia, “ stress’’ incon- 
tinence of urine, and persistent discharge; these 
sequel# are nearly always attributable to faulty 
operative technique. Dyspareunia may be serious. 


” 


A recent analysis of “‘ follow-up” records, not yet 
published, has shown that about one patient in five 
complained of dyspareunia during the year following 
the operation, and that in half these cases the dis- 
ability was permanent. In some of them inter- 
course was said to be impossible. The technical 
skill of the operator will of course affect the results ; 
but however technically perfect vaginal repair may 
be, the patient is liable to experience difficulties and 
disappointments unless she is given definite informa- 
tion and advice before leaving hospital. She should 
be told that as a result of the operation her pelvic 
floor is restored to something resembling its 
virginal state and that the vagina has been consider- 
ably narrowed, If this fact is also kept in mind by 
her obstetrician during any subsequent pregnancy, 
there is usually no reason why delivery should not 
be safely conducted. In such cases Mr. Williams 
advocates more extensive use of episiotomy during 


the second stage of labour. The incision is easily 
stitched, usually causes no further trouble, and it is 


exceptional for the prolapse to recur. Mr. Williams’s 


1See Lancet, May 21st, 1938, p. 1168. 
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view that women of child-bearing age should not be 
subjected to extensive operations on the cervix uteri 
will be shared by most experienced gynzcologists. 


RADIOLOGICAL ANATOMY 


Most anatomy departments in Great Britain are 
now equipped with X ray machines, possess a library 
of films illustrating every part of the body that can 
be explored by radiological methods, and give 
systematic courses of instruction in anatomy as seen 
under X rays. The diagnostic uses of a radiological 
plant were manifest long before it became generally 
realised that this method of making visible the 
normal anatomy of the body would be invaluable 
for routine teaching. Those who were anxious to 
employ it had first to overcome the dogma that the 
only place in which anatomy can be properly taught 
is in the dissecting-room. Next, the money for the 
apparatus and for the salary of a radiographer had 
to be got out of reluctant and impecunious authorities 
who were not easily persuaded that it is now essential 
to provide more in an anatomy department than 
subjects and facilities for dissection and an adequate 
museum. The most difficult matter of all has been 
to secure as demonstrators men who are not only 
conversant with normal radiological appearances and 
are technically qualified to get the utmost value out 
of their apparatus but are also expert anatomists. 
Where these things have been achieved there still 
remains the need of a text-book which, in addition 
to describing the technical aspects of radiology, 
relates the results of X ray investigation to what 
can be learnt on structure by dissection. One now 
to hand,! by two professors of anatomy and a radio- 
logist attached to the same hospital as one of them, 
should meet this need. It contains three hundred 
illustrations of real merit, many in colour, and is 
issued at a price within the reach of any student. In 
general the plan followed has been to give an excellent 
photograph of the external form of a region; then 
the form of the same region in terms of muscle after 
removal of the superficial tissues, and then a radio- 
logical analysis of the part. Much other information 
such as segmental innervation, times of ossification, 
the anatomy of lymphatics, and the like has been 
included in the book, which provides also instruction 
in the methods used for radiological examination of 
various parts of the body in clinical practice and 
those which involve the use of various scopes, 
including the gastroscope. A monograph on anatomy 
from a new angle provides a telling answer to those 
who assert that this more than any other subject in 
the curriculum is now overweighted with tradition. 


DERMATOLOGY AS A DEVELOPING SCIENCE 


DERMATOLOGISTS used to be accused of an unscien- 
tific approach to their subject and of cloaking 
ignorance of causation by the use of an elaborate 
nomenclature for classifications that were not funda- 
mental. The emergence of the specialty from this 
descriptive stage has been a slow business, but the 
studies published during this century bear witness to 
the immense amount of work being done all over the 
world to establish a scientific basis for the study of 
diseases which affect the skin. The harvest to date 


a Suse and Radiological Anatomy. By Arthur B. Appleton 
M.A., M.D.Camb., professor of anatomy in the University ot 
London at St. Thomas’ 's Hospital medical school; William J. 
Hamilton, M.D. Belf., D.Sc.Glasg., F.R.S.E., professor of 
anatomy ‘in the University at St. Bartholomew’s Hospital 
medical college; and Ivan C. Tchaperoff, M.A, M.D.Camb., 
D.M.R.E., assistant radiologist to St, Thomas’s Hospital. 
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is by no means negligible. The problem of syphilis 
has been at least partly solved and much progress 
has been made in elucidation of the pathology of 
tuberculosis of the skin in its various forms, of leprosy, 
and of epithelial cancer. Knowledge of the genesis 
of eczema has been widened and increased by the 
discovery of the large group of pathogenic fungi and 
yeasts, the effects of dyes and other allergising 
agents, and the contributory association of abnormal 
metabolic states, such as diabetes, gout, and hyper- 
cholesteremia. The skin provides a convenient and 
accessible site for the study, for example, of vascular 
physiology and pathology, of experimental carcino- 
genesis, and of localised bacterial infections, and the 
dermatologist whose vigilance does not extend over 
the whole range of medical publications may well 
miss advances highly relevant to his own work. 
A new journal, the official organ of the Society for 
Investigative Dermatology founded in New York 
last year with Dr. George M. McKee as president, 
has been started in order to help dermatologists to 
keep in close touch with researches on the skin, its 
functions and its reactions, normal and pathological, 
to various stimuli, as contrasted with purely clinical 
reports. The hope is expressed that contributions on 
immunology, allergy, biochemistry, cancer, genetics, 
bacteriology and mycology, endocrinology and meta- 
bolism to mention only a few of those suggested as 
suitable will be submitted for publication. The 
journal will be published six times a year. The first 
issue contains articles on the experimental produc- 
tion of xanthomas by Fritz Schaaf (Zirich); on the 
local and systemic effects of topical application of 
various sex hormones, using the nipple test as a 
criterion, by W. Jadassohn, E. Uelinger, and 
A. Margot (Ziirich) ; on relationship between chemical 
structure and properties and sensitising capacities in 
the production of eczematous sensitivity in man, by 
the editor of the journal, Marion B. Sulzberger, and 
Rudolph L. Baer (New York); and on the effect of 
allergic and histamine wheals on the rate of absorp- 
tion of dyes and blood from the human cutis, by 
H. A. Abramson and Margery Engel (New York). 
The associate editors of the journal are 8. William 


Becker, J. Gardner Hopkins, and 8. M. Peck. An 
unusual rule for contributors is that the titles and 
names of authors and the institutions where the 


work was carried out must appear on a separate 
first sheet, in order that advisory editors shall judge 
the merits of the text without being able to identify 
the authors. 


LOCAL FLUID-LOSS AND SHOCK 


THe hypotensive effects of severe trauma have 
been variously attributed to toxzmia, to fluid-loss, 
and to nerve impulses. Essentially there is a decrease 
in the amount of blood in circulation, and this must 
be a consequence either of vasomotor paralysis or of 
oligemia. Bell, Clark, and Cuthbertson? report 
experiments that point once more to loss of fluid 
into the damaged tissues as the main cause of the 
fall in blood pressure. There appears, as they say, to 
be a critical level of pressure (about 80-90 mm.) 
which the organism tries to maintain, and death 
comes rapidly if it falls further. The experiments 
now described are of two kinds—viz., trauma to the 
thigh muscles of anzesthetised cats, with observations 


1 The Journal of Investigative Dermatology. Vol. 1, No. 1. 
February, 1938. Baltimore: Williams and Wilkins Co. ; 
London: Bailliére, Tindall and Cox. £1 9s. per volume. 

2 Bell, J. R., Clark, A. M., and Cuthbertson, D. P., J. Physiol. 
1938, 92, 361. 
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of the blood-pressure readings until death ; and cross- 
circulation experiments in which the traumatised 
limb was cut off from its normal circulation and 
connected with that of a donor animal; so that any 
fluid-loss occurring locally in the limb affected only 
the donor. In the first group of experiments the 
traumatised animals showed a big fall of blood 
pressure and died within 100 minutes. In the second 
group the blood pressure of the traumatised animal 
was almost unaffected, whereas the blood pressure 
of the donor animal fell sufficiently to cause death 
within 75 minutes. Bell, Clark, and Cuthbertson 
nevertheless confirm the finding of O’Shaughnessy 
and Slome* and others that interference with the 
integrity of the nervous paths to the injured limb 
will prevent or delay shock. Trauma was applied to 
animals whose limbs were disarticulated at the hip- 
joints in such a way that they were connected with 
the body only through the iliac vessels, the vascular 
sheaths of these being cut across. After the applica- 
tion of severe trauma to these isolated limbs there 
was no appreciable fall of blood pressure until an 
hour had elapsed. O’Shaughnessy and Slome con- 
cluded from their experiments that the passage of 
nerve impulses induces the shocked state. Bell and 
his collaborators, however, have to explain death in 
a donor animal in which the nervous path from the 
injured limb does not exist. They suggest that the 
intact nerves in the traumatised tissues influence 
the action of a substance produced locally and 
causing local fluid-loss. 


INDUSTRIAL HEALTH AND SAFETY 


In everyday life there is a clear connexion between 
certain types of accidents and health. Such accidents 
happen when we are careless, and carelessness results 
from physical ill health or the preoccupation of an 
over-anxious mind. In an address which he gave 
recently to the Tees-side Industrial Safety Committee 
Dr. H. E. Collier emphasised that the same connexion 
applies to industrial accidents, and it is only by 
realising this that further progress in accident 
prevention is likely to be made. The safeguarding 
of machines has been carried to such a pitch of 
perfection that no great advance is likely in this 
direction, and the legal control of risky procedures 
laid down in the safety clauses of the new Factory 
Acts can hardly be bettered. The potential causes 
of accidents are of two classes: the dangerous 
situation, and the dangerous person. The former is 
the special concern of safety workers, and it is for 
them to see that all forseeable and preventable risks 
are removed. The latter is the concern of the medical 
profession. The ultimate success of accident preven- 
tion depends upon the efficient codrdination of these 
two “specialisms.” 

The main contribution that medicine has to make 
to the cause of industrial safety lies in recognising 
and dealing with the workman who is abnormally 
prone to accidents. Such a man may be permanently 
accident-prone by reason of illness—he may be 
epileptic, mentally defective, blind, or crippled by 
heart disease—or he may be only temporarily 
accident-prone. Proper occupational selection based 
upon a competent medical examination will remove 
the former to a place in industry where the risks of 
accident are slight or absent ; the temporarily accident- 
prone workman is a more important and more 
difficult problem, but one which an efficient industrial 
diagnostic service of trained medical men might do 


* O’Shaughnessy, L. F., and Slome, D., Brit. J. Surg. 1935, 
22, 589. 
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much to solve. Dr. Collier divides the causes of 
temporary accident-proneness into those which are 
personal to the worker and those which affect all 
the members of a working group; and again into 
those which are physical and those which are mental 
in origin. In investigating an accident the first 
question is therefore whether it was an isolated 
occurrence or one of a series happening in one shop 
or in one type of work throughout the factory. Next 
whether the accident was due to a preventable 
dangerous situation, such as a faulty guard on a 
machine, to lack of experience or proper teaching 
of the workman, or to a manifest fault or apparently 
careless error on his part. If the cause is one affecting 
a group, inquiry must be made into such physical 
matters as ventilation and adequate working space, 
warmth, light, and the possibility of toxic materials 
being present in the atmosphere. Two important 
classes of industrial poisons to which workers are 
much exposed in modern industry, although they 
may not cause either death or serious illness, produce 
vague ill health and accidents which are easily 
attributed to carelessness ; 
and the blood poisons. The narcotics include the 
industrial solvents, such as trichlorethylene, amyl 
acetate, carbon tetrachloride, benzene and the like, 
alcohol, and the coal gases. Their typical symptoms 
are headaches, lassitude, irritability, and bad temper, 
but, as is familiarly the case with alcohol, the sufferer 
from such poisons often notices nothing amiss. 
In the blood poison class are benzene and carbon 
monoxide, of which the latter is especially important 
because it produces a feeling of utter irresponsibility 
and indifference to danger of which its victim is 
quite unconscious. 

The psychological causes of accident-proneness are 
legion. , Amongst the personal causes are fear, anxiety, 
over-conscientiousness, domestic worries, and a feeling 
of insecurity. Some of the more important group 
causes are social rather than industrial in origin, 
and depend upon improper feeding, long journeys 
to work, poor housing, lack of sunlight, and so on. 
Others are definitely industrial, and can be checked 
by ensuring continuity of employment, security, 
the provision of work-incentives, and, most important 
of all, by the creation and maintenance of harmonious 
relations within the working group or team, and by 
putting and keeping the right person in the right 
job. 


VENEREAL DISEASES AND COMPULSION 


Last year the Ministry of Health sent a small 
group of medical and administrative experts to 
Scandinavia and Holland to study the measures taken 
in those countries against venereal diseases. The 
report of Colonel Harrison and his colleagues, which 
is reviewed on p. 1352, deals instructively with a 
difficult subject, and it may seem ungrateful not to 
accept immediately its main conclusion that Scandi- 
navian results are similar to our own and that com- 
pulsion in treatment therefore cannot be a major 
factor in securing success. It will be questioned, 
however, whether this conclusion is justified while 
there are still so many gaps in the available informa- 
tion, and while adequate standards of comparison 
are lacking. It certainly appears that there has been 
a decline in the incidence of syphilis in all the countries 
concerned, but critics can fairly argue that the 
answers to one incomplete questionnaire form insuffi- 
cient evidence as to the state of affairs in Holland, 
while the data for this country are obtained only 
from those treatment centres that are subsidised. 
Without similar figures from other treatment centres, 


these are the narcotics’ 
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from general hospitals, and from practitioners, the 
figures published in the report of the chief medical 
officer of the Ministry of Health must be regarded 
as a useful index of relative incidence rather than as 
a guide to the total incidence of the venereal diseases. 
Unless or until some reliable system of notification is 
introduced we shall be unable to ascertain the exact 
situation in this country. It is none the less important 
to have information about what is being done abroad. 


EVACUATION OF CITIES IN WAR 


Tue Ministry of Health has now been given responsi- 
bility for the right use of hospitals if war is waged on 
this country from the air, and it will be seen from 
our Parliamentary columns that the evacuation of 
casualties from London is under close consideration. 
An even more fundamental problem is the evacuation 
of non-combatants—and especially children—from 
threatened areas. On May 14th we quoted Prof. 
J. A. Ryle’s proposals for the ‘adoption of city 
boroughs, districts, and streets by counties, small 
country townships, and villages.”” By Dr. Ryle and 
others suggestions have been made for registration 
of all possible accommodation in rural districts, and 
for voluntary organisation and execution of this work 
of salvation. As an alternative to adoption of 
children by districts comes Mr. R. M. K. Buchanan’s 
scheme for camp schools,' to be established at once 
and expanded later if necessary to receive the two or 
three million children living in “target areas.” 
Children, parents, and teachers are to get to know 
the schools in advance :— 

“The main idea is to create them now in suitable 

places well away from any point of military importance 
to which the children and teaching staffs could be 
transferred en bloc for a month during each school 
year. By this means ten or more schools would 
visit each camp during one scholastic year, where the 
general education of the children would continue as 
at present with little or no alteration in their curric- 
ulum and under their own teachers. In a national 
emergency it would be necessary to increase the 
accommodation of these Camp Schools from 500 to 
5,000 children, but since the two main services of 
water and sanitation would be laid down for the 
maximum number when the camp was prepared 
this difficulty is not an insurmountable one.” 
Mr. Buchanan’s wish is to ensure that good shall be 
brought out of evil; for a month’s camp life, with 
sound food, regular hours of sleep, and discipline 
would, he believes, give health and strength to many 
of the boys and girls of our cities, 


THE LANCET WRAPPER 


Tue Proprietors express regret to the subscribers 
who have experienced difficulty in opening their 
copies during the past few weeks. With the issue of 
June 18th a new wrapper with a tearing strip is 
being used; this it is hoped will prove entirely 
satisfactory. We thank those readers who have 
kindly written and offered suggestions to overcome 
the annoyance. 


1 Time and Tide, May 28th, 1938, p. 747. 


MippLesEx Hospirat.—Dr. T. H. Sanderson-Wells, 
an old student of the hospital who formerly practised at 
Weymouth, has endowed a lectureship at the medical 
school, It is his wish that the lectures should cover the 
field of the relationships between rheumatism and dietetics. 
Dr. Sanderson-Wells will deliver the inaugural lecture 
on Monday, June 20th, at 4 p.m. at the hospital. The 
second lecture in 1939 will be given by Sir Robert 
McCarrison. 
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: SPECIAL 
MEDICINE AND THE LAW 


Legal Liabilities in Institutional Service 

However the action against the Lancashire 
Mental Hospitals Board may be decided, the case 
will be a reminder of the possible liabilities of medical 
officers in mental hospitals. The Royal Medico- 
Psychological Association has recently taken counsel’s 
opinion upon the general position. It is clear that 
these doctors owe a legal duty to the inmates to use 
reasonable care in their treatment and detention and 
in giving leave of absence or in exercising any other 
function in the course of the daily round. It is under- 
stood that counsel have advised that, if the generally 
acceptéd treatment is to give the mental patient more 
and more freedom from supervision as he improves, 
then the medical officer will not be deemed guilty of 
negligence in adopting this form of treatment in the 
absence of special circumstances. The trouble is that 
negligence is a question of fact for the jury, and 
juries, however carefully directed by the judge, are 
prone to sympathise with a plaintiff and to reach 
conclusions in the light of facts not known to the 
medical officer at the time. Though the doctor owes 
the duty of reasonable care to the patient in the first 
instance, counsel have naturally had to consider 
whether a member of the general public has not also 
a right of action in the event of a dangerous lunatic 
or defective being negligently allowed at large. This 
issue arose in the case of Holgate v. Lancashire 
Mental Hospitals Board and others. Counsel have 
pointed out that in Everett v. Griffiths (1920) Lord 
Justice Scrutton observed that the restraint of liberty 
under the Lunacy Act might be imposed not only 
for the sake of the person detained but also for the 
sake of protecting the community. There seems 
consequently to be no doubt in counsel’s mind that, 
where a dangerous patient is allowed to be at large 
through want of care on the part of a medical super- 
intendent, a member of the public who is injured by 
the patient can claim damages from the medical 
superintendent. This is an important point which 
the Royal Medico-Psychological Association has use- 
fully emphasised. The prospective plaintiff must 
obtain the leave of the court to sue and the court 
must not give leave unless satisfied that there is 
ground for thinking that the prospective defendant 
has acted in bad faith or without reasonable care. 
A further point on which the Association has obtained 
advice is the question whether the medical officer 
has any right to claim’ an indemnity from the local 
authority. Counsel’s opinion on this issue is not 
encouraging. The local authority itself is not liable 
to the person injured if it has exercised reasonable 
care in selecting its medical staff. If the local 
authority has somehow, by itself or through its 
servants, been guilty of negligence causing or con- 
tributing to the damage, then the medical officer may 
be able to claim contribution or indemnity from the 
local authority under Section 6 (1) (c) of the Law 
Reform (Married Women and Tortfeasors) Act of 
1935. This is the only possible chance for the doctor 
to be indemnified unless he has a special bargain to 
this effect with the local authority. He can of course 
insure himself with an insurance company or he can 
(as he certainly should) join one of the medical 
defence societies. In this connexion there is some- 
thing worth noting in the recent annual report, just 
presented, of the London and Counties Medical 
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Protection Society. The report mentions that the 
British Medical Association has felt it necessary to 
incorporate in its model rules for public medical 
service a stipulation that applicants for membership 
(which is confined to medical practitioners) must 
produce evidence of membership of a protection 
society. Public health is a wide field and the doctor’s 
liabilities may be serious and unexpected. The 
London and Counties Society can point to a recent 
illustration of the striking benefits of membership. 
In a district not named in its report but easily to be 
guessed there were two or three cases of typhoid fever 
in the autumn of 1937. The medical officer of health 
had no oceasion for grave anxiety at this stage, but 
presently other cases were notified and an epidemic 
involving 300 patients and several deaths attracted 
wide publicity. The Ministry of Health was persuaded 
to hold a special inquiry which lasted for 17 days. 
The medical officer had to submit to prolonged cross- 
examination. His membership of the society secured 
for him the benefit of being separately represented 
by counsel at the inquiry. His interests were well 
looked after at the society’s expense and the story 
ended happily for him inasmuch as the tribunal 
completely exonerated him. 


Claim for Negligence against Mental Hospital 


In 1930, when memories of cases like Harnett v. 
Bond were still fresh and there was genuine consterna- 
tion at the colossal verdicts which might be awarded 
against doctors under the existing lunacy laws, the 
Mental Treatment Act made an attempt to place 
obstacles in the path of plaintiffs. The High Court 
was not to give leave to bring an action unless it was 
satisfied that there was substantial ground for the 
contention that the persons whom it was sought to 
sue had acted in bad faith or without reasonable care. 
In Shoesmith v. Lancashire Mental Hospital Board 
the protection offered by the 1930 Act has been 
illusory. The facts, as briefly outlined in court, 
were that an inmate of the Calderstone Institution 
escaped last October and seriously assaulted a young 
girl. The Mental Hospital Board said that he was a 
man of good behaviour and had been on parole, thus 
enjoying the freedom of the hospital grounds. He 
had never been violent. His parole was withdrawn 
because of a technical offence, and while being taken 
to the refractory ward he escaped. The board con- 
tended that the hospital authorities had certainly 
not been guilty of ‘‘ bad faith ’ and that, as regards 
“reasonable care,”’ they had discharged their obliga- 
tions. Mr. Justice Asquith, however, came to the 
conclusion that there was ‘‘substantial ground for 
the contention’ that the hospital authorities had 
acted without reasonable care. He therefore declined 
to stop the girl’s action. The Mental Hospital Board 
went to the Court of Appeal, where there was con- 
siderable discussion about the tribunal’s jurisdiction 
to entertain the appeal. Two of the three lords 
justices thought there was jurisdiction ; Lord Justice 
Greer, who presided, thought that there was no juris- 
diction, but, on the other hand, he thought that 
Mr. Justice Asquith’s decision was right. The appeal 
was dismissed. The girl’s claim will therefore proceed 
on its merits at the assizes. 


Divorce and Evidence of Insanity 


A test case in the Divorce Court on June Ist raised 
the question of the propriety of the production of 
medical records by the Board of Control in cases 
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under the Herbert Act. It was alleged by the husband 
that the wife was “incurably of unsound mind.” 
The Official Solicitor appeared as guardian ad litem 
of the wife and asked that the Board of Control 
should supply him, before trial, with copies of all 
documents throwing light on her medical history. 
The Board of Control formally objected and was 
represented by the Attorney-General. The President 
of the Divorce Court intimated that, subject to con- 
siderations of public interest in particular cases, 
disclosure to both parties of the documents relating 
to the patient’s medical history must unquestionably 
be in the interests of justice. The Attorney-General 
said that if the President thought that the disclosure 
would in proper cases be of assistance to the court, 
the Board of Control would give due weight to that 
opinion when considering any application. The 
court dismissed the Official Solicitor’s application. 
The President made no distinction between the Official 
Solicitor and any other properly constituted guardian 
acting for a patient of unsound mind in respect of 
litigation. A fuller report of the President’s observa- 
tions will be awaited with interest. 

The first cases requiring the judicial interpretation 
of the words “incurably of unsound mind” have 
now been heard. There has been a tendency on the 
part of the medical witnesses to distinguish between 
cure. and recovery. The President of the Divorce 
Court has not encouraged the drawing of any subtle 
distinction. ‘‘ Incurable,” he said (in Swettenham 
v. Swettenham), means that which cannot be cured, 
incapable of being healed by medicine or medical 
skill; ‘unrecoverable’? means incapable of being 
restored to health which is the definition of cure. 
The President said he could imagine cases where it 
might be necessary to examine the possible distinction 
more closely, but in the cases so far heard there was 
no need of any such research. In the Swettenham 
case, where the parties were of advanced age, the 
evidence was that the respondent, Lady Swettenham, 
had for five years and more been receiving the benefit 
of all that medical and nursing skill and treatment 
could do, It was common ground, said the judge, 
that at her age, after protracted illness, any more 
drastic treatment was out of the question. This was 
not a case of aggravated or violent insanity, but the 
court was satisfied that it had been proved beyond 
doubt, not merely by the fact of certification (which 
would not in itself have been enough) but by the 
medical evidence and the history of her illness, that 
the respondent was incurably of unsound mind. 





GASES FROM THE CARBON ARC 


CARBON-ARC electric lamps were first introduced 
mainly for street lighting, and because they were 
“safe by position” little attention was paid to the 
combustion products of the electrodes and their 
possibly toxic effects on human beings. They are 
now used, however, for the projection of cinemato- 
graph pictures, and the widespread development of 
the film industry gives practical importance to the 
nature and toxicity of these products. Carbon- 
are electrodes are also employed in certain types of 
lamps designed for light therapy and Dadlez’ in 

1927 suggested the possibility that, in badly ventilated 
treatment rooms, oxides of nitrogen might form in 
quantities high enough to have a toxic action on the 


* Dadlez, J., C.R. Acad. Sci., Paris, 1927, 185, 420. 
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patients and on the operators. Again cases of 
poisoning by nitrous fumes are reported from time 
to time in welders (carbon are, metallic arc, or oxy- 
acetylene) who have been working in confined spaces 
such as tanks or the holds of ships. 

The April number of the Journal of Industrial 
Hygiene and Toxicology contains four papers bearing 
on the nature of the combustion products of the 
carbon-are electrode. Coltman? confines his atten- 
tion to analysis of the gases evolved during the 
burning of different types of electrodes, and Drinker 
and Snell* deal with the ventilation of motion- 
picture projection booths with particular reference 
to the disposal of heat and of the combustion products 
of the electrodes. (Further reference to this paper 
will be found on p. 1342.) MacQuiddy, Tollman, 
La Towsky, and Bayliss * ® describe both gaseous and 
particulate products of combustion of the carbon 
are and also the toxic effects of the fumes on animals. 


NATURE OF- THE FUME 


Carbon-are electrodes are of three main types: 
(1) the plain, or low-intensity carbon arc, in which 
solid carbon electrodes are mainly used; (2) the 
flame arc, in which the carbon electrodes contain 
cores with relatively high amounts of metals or 
metallic oxides; and (3) the high-intensity arc, in 
which the positive electrode contains large quantities 
of salts, chiefly fluorides of the “‘ rare earths.” 

When carbon-are electrodes are burned in any type 
of lamp a fume is liberated containing gaseous and 
particulate matter. Coltman and MacQuiddy and 
his co-workers obtained largely similar results in 
their independent analyses of the fume, allowing for 
the fact that Coltman used many types of carbon- 
are electrodes, whereas MacQuiddy studied the 
products of the high-intensity copper-coated electrodes 
used in the present-day cinema projection lamps. 
They agree that the only gas given off in toxic 
concentrations is nitric oxide (NO, or N,O,). Carbon 
dioxide is also formed in fairly large but not harmful 
quantities. With some types of electrodes Coltman 
found that small amounts of carbon monoxide are 
evolved, but MacQuiddy and his collaborators could 
detect no traces of it in their analyses of the fume 
from the high-intensity electrodes, and they draw 
attention to the technical difficulty of finding a 
specific indicator for CO in the presence of oxides of 
nitrogen. When the electrodes contain fluorides 
of the rare earths there is no evidence of the presence 
of fluorine or of gaseous fluorine compounds in the 
fume. Tests also fail to reveal the presence of 
SO,, or of any gas reacting with silver nitrate such as 
hydrogen sulphide, phosphine, or arsine. State- 
ments have been made that ozone is formed by the 
carbon-are lamp, but neither Coltman nor MacQuiddy 
could find any trace of it. Coltman points out that 
ozone has an intense odour in small concentrations, 
and quotes Hill and Flack’s statement ® that there 
are no respiratory effects from ozone if the concentra- 
tion is so low that it cannot be detected by smell. 
MacQuiddy and his co-workers maintain that up to 
the present time no satisfactory analytical method 
for the identification of ozone has been described. 


In regard to the formation of nitrous fumes, 
Coltman finds that with any one type of carbon 
electrode, the amount of paciagen fixation is eqgeet- 


“* Coltman, R. W., J. industr. Hw. ray 1938, p. 289 
® Drinker, P:, and Snell, J. Ibid, p. 321. 
ee ag ie jroliman, a p. as Towsky, L. W., and 
Bayliss, Ibid, p. 


bid, p. 297. 
* Hill, L., and Flack, M., 74 Re Sac. Arts, 1911-12, 60, 344. 
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mately proportional to the are current, but that the 
amount is affected very little by a change from direct 
to alternating current. Much higher quantities of 
fixed nitrogen, and therefore of nitrous fumes, are 
formed from plain and therapeutic electrodes (which 
contain iron, aluminium, and nickel) than from those 
which contain cores composed of the rare earths. 
The concentration of NO, in the lamp flue with an 
air flow of 5 cubic feet per minute varied from 200 
to 1500 parts per million according to the type of 
carbon used and to the power of the electric current. 
In the experiments by MacQuiddy and his co-workers 
with a modern cinema projection lamp, NO, concentra- 
tions of 72-147 p.p.m. were actually obtained in the 
lamp flue when the air flow varied from 3-8 to 
6-9 c.f.m., but it was calculated that the total 
concentrations would vary between 100 to 205 p.p.m. 
A concentration of over 40 p.p.m. is usually considered 
to constitute a risk to health. 

As well as the gaseous products of combustion 
a fine dust is present in the fumes from the are. The 
chemical composition of this dust varies with the 
type of electrode used, and with the high-intensity 
electrode was found to consist mainly of oxides 
(65-7 per cent.) and fluorides (10 per cent.) of the 
rare earths, with small quantities of the oxides of 
iron, calcium, and potassium. In addition some 
unburned carbon and small quantities of copper 
were found. The size of the particles was very small, 
ranging from 0-5 to 15u, but clumps of them 


measured as much as 7-5 uw. 


ACTION ON ANIMALS 


To test the effects on animals of inhalation of the 
fume from the carbon electrode, MacQuiddy ® and 
his co-workers subjected different kinds of animals 
to (1) continuous exposure to the undiluted are 
fumes ; (2) exposure to similar fumes for one hour 
a day for a maximum of 10 months ; and (3) exposure 
for four hours a day for a maximum of eight months. 


In the first series most of the animals died after 
periods of exposure ranging from one to twenty-one 
hours, guinea-pigs and rabbits being the most 
resistant, and cats, mice, and rats succumbing rapidly 
to the fumes. It is an interesting point that spectro- 
scopic examination of the blood in cats, mice, and 
rats showed the presence of methzmoglobin, whereas 
in guinea-pigs and rabbits oxyhemoglobin was found. 
Congestion of the lungs was the main post-mortem 
finding in all animals living only for four hours, and 
in those which survived for longer periods pulmonary 
edema was found. These changes are consistent 
with a diagnosis of death from the inhalation of 
nitrous fumes and with clinical observations in 
human beings as to the delayed onset of edema 
of the lungs after exposure to nitrous fumes or to 
phosgene. In the second group exposed to the are 
fumes for 1 hour a day for 10 months, guinea-pigs 
showed no pathological changes in the blood or 
internal organs, but under the same conditions 
albino rats died after 11-32 weeks with post-mortem 
changes of acute, subacute, or chronic inflammation 
of the lungs. Of the third group, in which there 
was a more intense exposure—four hours a day for 
8 months—90 per cent. of the guinea-pigs died after 
exposures ranging from 2 to 7 months. At a variable 
time after exposure, the animals began to show a 
gradual loss of weight, an increased leucocytosis 
in which polymorphs predominated, increased non- 
protein nitrogen of the blood, and a decreased CO,- 
combining power of the blood plasma. Tissue 
changes seen at autopsy consisted of inflammatory 





GASES FROM THE CARBON 





ARC [JUNE 1], 1938 1349 
reactions in the upper and lower respiratory tracts, 
and fatty changes in the livers. Albino rats, under 
the same conditions of exposure, died in 1-16 weeks 
with inflammatory lesions in the lungs. 


THE PROBLEM 


Students of preventive medicine may draw at 
least one important conclusion from the findings 
described in these four papers—namely, that in places 
where carbon-are electrodes are being consumed 
there must be enough ventilation, either mechanical 
or natural, to remove the excess heat and particularly 
the nitrous fumes that are generated by the arc. 
We know of no general survey—comparable with 
one carried out recently in Nebraska—to ascertain 
the conditions under which cinema operators work 
in this country. In the Nebraska inquiry it was 
found that there were poor ventilation and unhealthy 
conditions in most of the cinema projection booths, 
and as a result of it regulations were drawn up 
recommending efficient standards of ventilation in 
such places. Drinker and Snell* examined the 
existing State codes, ordinances, and fire regulations 
covering the construction and operation of other 
motion-picture booths in the United States, and found 
much variation in the requirements of the different 
States. In very few States were the suggested rates 
of ventilation adequate to remove both the heat and 
the fumes. 

The problem of the removal of nitrous fumes from 
the atmosphere also arises in light-treatment rooms. 
Dadlez+ found in one room with a capacity of 
1760 cubic feet concentrations of NO, as high as 
80 p.p.m. near the lamp after it had been burning 
for 30 minutes. In a smaller room the NO, con- 
centrations were 91-117 p.p.m. He suggested that 
the are lamp in medical treatment should be used 
only when there is efficient through ventilation in 
the room. In cinema studios too, where are lamps 
without flues are used in the making of motion 
pictures, attention should be paid to the efficiency 
of the ventilation. 

The introduction and the rapid increase of the 
amount of welding of various forms done in such 
places as metal-works and shipyards has also drawn 
attention to the acute pulmonary conditions which 
occur in welders, and which are ascribed in many 
cases to the nitrous fumes formed by the electric 
are. Bridge’ recorded in 1934 a number of cases 
of acute poisoning in oxy-acetylene welders who 
were working in a confined space in a ship, and 
Titus, Warren, and Drinker’* showed that the nitrous 
fumes from an electric welding apparatus set up 
pulmonary edema in animals. More recently Doig 
and McLaughlin * described radiographic changes in 
the chests of men who had been welding for a number 
of years. They were unable from lack of patho- 
logical material to state the exact cause of the shadows 
shown in the X ray films, but suggested that the 
inhalation of small quantities of nitrous fumes, 
together with fine iron-oxide dust, might set up small 
areas of chronic inflammatory change, congestion, 
or fibrosis of the lungs. Be this as it may, the forma- 
tion of nitrous fumes by the electric are clearly makes 
it desirable that welding, especially in enclosed 
spaces, should be done only when the ventilation, 
either mechanical or natural, suffices to remove the 
fumes. 





7 Bridge, J. C., Ann. Rep. Chief Inspector of Factories, Home 
Office, 1934, p. 68. 

® Titus, A. C., Warren, H,, and Drinker, P., J. industr. Hyg. 
1935, 17, 121. 

* Doig, A. T., and McLaughlin, A. I. G., Lancet, 1936, 1, 771. 
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MEYERSTEIN INSTITUTE OF 
RADIOTHERAPY 


TurouGu the generosity of Sir Edward Meyerstein 
the Middlesex Hospital has acquired a compact 
and self-contained unit in which all forms of radio- 
therapy are available for both hospital and private 
patients. This reconstructed building, the Meyerstein 
Institute of Radiotherapy, which was formally 
opened on June 9th by Sir William Bragg, is on the 
west side of the hospital’s island site, with its entrance 
facing Nassau-street. It has four floors devoted to 
radium and X ray treatment, with six single rooms 
for private patients under the care of the hospital 
staff, and communicates with four wards in the 
main hospital containing 64 beds for the institute’s 
patients. 

The northern half of the building, part of the old 
eancer wing, has been divided into treatment 


cubicles, with walls and floors protected with lead to 


prevent stray irradiation into the corridors and rooms 
below, and microphones and loud-speakers for com- 
munication between patient and radiographer. 

On the ground floor of the institute is the entrance 
hall (Fig. 1), the administrative office in which 
patients’ records are kept, waiting-rooms for private 
and hospital patients, a corridor leading to the main 
hospital, and three treatment cubicles. The first 
cubicle contains a Phillips air-cooled 100 kv. plant 
for skin therapy with a lateral control panel and 
observation window. In the second is a 200 kv. 
water-cooled Phillips tube with a constant potential 
Greinacher generator and a spare 100 kv. tube for 
emergencies. The third cubicle is the teleradium 
room (Fig. 2) where mass irradiation at 8 cm. distance 
is carried out with 4 grammes of radium. The 
radium when not in use is housed in a safe surrounded 
by 10 in. of lead and is transferred to and from the 
applicator head by pneumatic power provided by 
an Electrolux vacuum cleaner. The patient under- 
going treatment is seated in a dental chair which 
has a special head-rest and is mounted on a calibrated 
turn-table so that a satisfactory treatment position 
may easily be repeated at a subsequent sitting. 

The first floor is for women patients. A corridor 
leads directly to the two female wards associated 





Fig. 1.—The Entrance Hall, 
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Fig. 2.—The Teleradium Room. 


with the department and opening from it are three 
private patients’ rooms, a room for clinical examina- 
tions, and an office for the medical officer. There are 
four treatment cubicles on this floor, served by two 
constant potential Greinacher generator plants with 
200 kv. oil-cooled Siemens tubes. These tubes are 
controlled from a panel provided with buttons and 
lighting indicators, so arranged that the apparatus 
as a whole must always be 
switched on in the same 
order; for instance, no 
current can be conducted 
through a tube unless the 
appropriate cooling pumps 
are working. Once the 
required tension has been 
obtained on the Siemens 
tubes the apparatus is left 
running for the rest of the 
day’s treatments, the rays 
being shut off between appli- 
cations by a lead shutter 
controlled from the desk 
panel. 

The second floor is a 
replica of the first but has 
Metropolitan Vickers tubes. 
In these the usual sealed glass 
vessel has been abandoned 
and the tubes are of steel, 
the vacuum being main- 
tained by constant evacua- 


ee aa 

















tion by means of pumps. This type of tube can be 
dismantled completely and a broken filament or 
cracked target replaced at a fraction of the cost of 
replacing a glass tube. 

The third floor contains the surface radium 
department with its own examination-rooms, four 
comfortable waiting-rooms where out-patients may 
rest with their application in position, mould-room, 
and mounting-room. 

The institute is staffed by an honorary director, 
Dr. J. H. Douglas Webster, five whole-time medical 
officers and a resident house officer, a sister and six 
radiographers, and can also draw on the full resources 
of the staff, special departments, and laboratories of 
the main hospital. 

In declaring the institute open Sir William Bragg 
referred to the outstanding work on radiotherapy 
done at the Middlesex Hospital and to the munificence 
of Sir Edward Meyerstein. In the application to 
medicine of our knowledge of radio-activity, so much 
of which we owed to the work of Lord Rutherford, 
the gap to be crossed between science and practice 
was of extraordinary width ; the cure of malignant 
growths is so far removed from the pure science of 
atomic action. But the need for a cure is so urgent 
that however empirical the treatment, it must be 
tried. On the other hand, if any understanding can 
be gained of the biological processes which go wrong, 
and of the action of radiation processes upon them, 
the chances of success are greater. So both sides of 
the question have to be carefully considered ; and it 
takes a good staff and good opportunities to make 
headway. We have to exercise our judgment as to 
the extent of money and trouble we spend on the 
two sides relatively. It is not realised how tremendous 
is the influence of increasing knowledge of Nature 
—i.e., science true, so called—on all human activities, 
how this is growing, and how utterly necessary it is 
to realise and understand it. If one looks round, it is 
obvious enough: but it is not generally seen to be 
a growing force, irresistible, which must be watched 
and studied. The application of radiation to patho- 
logical work is only one example; it happens to be 
rather extreme and special, that is all. Understanding 
of this force, and care in its guidance, are great 
necessities of the day. 


THE SITUATION IN CHINA 


Tue public health services of China, which scarcely 
existed previously, developed rapidly from 1928 
onwards, thanks to the technical assistance given 
by the League of Nations. More than 500 public 
health institutions had been set up and some 2000 
technicians had been trained at the time of the 
Japanese invasion. Unfortunately most of this 
organisation was situated in or near the large towns 
on the coast and the outbreak of hostilities dislocated 
all this effort. The National Health Ministry and the 
Central Field Health Station at Nanking were wrecked 
by air-bombing at the beginning of the war, and many 
other hospitals and public health institutions have 
since suffered. At the same time vast migrations 
of the populace took place—masses of refugees 
moving west and south while millions of troops were 
moving east and north. In September, 1937, the 
Chinese Government drew the attention of the 
Council of the League to this situation and to 
the resultant danger of widespread epidemics. The 
Assembly voted two million Swiss francs (£90,000) 
to be spent in coéperation with the Chinese Govern- 
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ment in carrying out an anti-epidemic campaign. 
A special subcommittee of the Health Committee 
framed a plan of action under which three anti- 
epidemic units would be sent to China as soon as 
possible to advise and support the Chinese technical 
services, which would themselves assume responsibility 
for the anti-epidemic work. 

Each unit was to consist of an epidemic com- 
missioner (leader of the unit), a specialist medical 
officer in epidemiology and bacteriology, a sanitary 
officer, a medical organiser of area units, and an 
assistant and mechanic to be locally recruited. The 
material to be provided consisted of a mobile labora- 
tory, a delousing station, transport, and a stock of 
drugs, sera, and emergency supplies. The three 
medical units—the first under Dr. H. Mooser 
(Swiss), the second under Dr. R. C. Robertson 
(British), and the third under Inspector-General A. 
Lasnet (French)—arrived in Hong-Kong early in 
January and immediately got in touch with a repre- 
sentative of the Chinese Government and with 
Dr. B. Borcic, who is the League of Nations’ 
technical adviser to the Chinese on public health 
questions. Early in February all three units had 
reached their designated stations, after arduous and 
adventurous journeys. The first, or German-speaking, 
unit is stationed in the north at Sian-Fu, the capital 
of Shensi; the second, or English-speaking, unit 
has its headquarters at Changsha, the capital of 
Hunan; and the third, or French-speaking, unit 
has stations both at Nanning, the capital of Kwangsi, 
and at Canton. 

In connexion with each unit the Chinese Govern- 
ment have organised their own anti-epidemic units 
zach consisting of from 150 to 250 doctors, nurses, 
Sanitary engineers, sanitary inspectors, and others, 
to deal with epidemic problems in the Northern, 
Central, and Southern areas of the country respectively, 
and the Chinese Government have also voted 160,000 
dollars to the League of Nations’ epidemic com- 
mission for its preventive activities. 

The task of each unit after arrival in its area has 
been first to establish contact with the local health 
administration, and secondly to survey not only local 
epidemic conditions but also the existing machinery 
for controlling them. While this is being done, anti- 
small-pox and anti-cholera vaccination is being 
carried out and preparations made for the production 
of typhus vaccine and calf lymph locally. 


THE ENGLISH-SPEAKING UNIT 

The work of the second unit is naturally of particular 
interest to British readers. This unit is responsible 
for anti-epidemic work in the Central Provinces of 
Hupeh, Hunan, Kiangsi, and also to some extent in 
South Anhwei, Chekiang, and Fukien. Communica- 
tions are difficult and reports speak of the arrival of 
twenty lorries from the coast in a snowstorm “ sliding 
about on the edges of precipices, wings being bashed 
in right and left, cars running backwards down 
6 ft. banks ’’ and so on. 

The first step was to undertake an epidemic survey 
in these provinces and to establish a system for 
reporting cases of cholera, typhoid and paratyphoid, 
small-pox, epidemic meningitis, diphtheria, plague, 
and typhus. This reporting system is working well 
in Kiangsi and is being improved in Hunan and 
Hupeh. There have been small outbreaks of small- 
pox and sporadic cases of cholera, with an increasing 
number of cases of meningitis and diphtheria. More 
serious trouble is expected as summer approaches 
and the condition of the numerous refugees becomes 
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worse, A big campaign of inoculation against cholera 
and of anti-smallpox vaccination has been under- 
taken by the unit in conjunction with the local health 
authorities and the Chinese Red Cross. 

Dr. Robertson’s report emphasises the fact that 
refugee populations accept preventive services such 
as inoculation and vaccination much more readily 
if it is combined with the general work of a clinic 
which at the same time looks after minor ailments. 
He adds that ** a supply of ointments for skin diseases, 
the treatment of eye complaints, the distribution of 
a few comforts and of foodstuffs to supplement an 
inferior diet make all the difference between success 
and failure in measures for anti-epidemic prevention.” 
Control of the diet of refugee camps may also be 
used to reduce the risk of the spread of certain 
infectious diseases, particularly intestinal diseases. 
Dr. Robertson asks that efforts should be made to 
send supplies of cod-liver oil and substances containing 
vitamin B, to combat beri-beri among the refugees, 
and supplies of clothing are needed for use by the 
refugee population while their own clothing is being 
disinfested. 

On April 29th the isolation hospital set up by the 
Hankow section of the second unit was wrecked and 
two of its staff killed in a Japanese air raid. 


WORK OF HOSPITALS 


Substantial appropriations for the health services 
have been made by the provincial governments as 
well as by the central government and indeed the 
apparent disaster which has overtaken the health 
services of China seems to have stimulated the 
Chinese to even greater efforts. That the need is 
still urgent may be judged by the following eye- 
witness’s description of a general hospital in Northern 
China : 

“It is lodged in a series of very primitive and 
poorly built huts with loamy soil and mud-and-stone 
walls. The roofs are partly leaking. The windows 
being arranged only on one side are small and covered 
by white paper sheets. The interior of the houses is 
very dark and gives the impression of caves rather 
than chambers. The Kiangs (raised stone or mud 
platforms) are heatable and covered here and there 
with coarse straw. The patients are lying close 
together. I saw in one small and dark room nine 
patients suffering from tuberculosis. One of them 
showed symptoms of tubercular-meningitis in an 
advanced stage. All that had been done to separate 
this severely ill patient from the others was that he 
had been turned round and lay with his head at the 
feet of the other patients. Some of them are wounded, 
many of them are suffering from tuberculosis. 

“ This hospital is in urgent need of practically every 
kind of material. There are only a few available 
spittoons. This is the reason why most of the 
patients, among them also those with active tuber- 
culosis, spit on the floor. The severely sick are 
obliged to spit into paper. Bedclothes are missing 
entirely and the patients depend exclusively upon 
their own clothes which are torn and in a bad state 
in many cases. Only some of the patients have 
blankets with them.”’ 


Our correspondence columns this week contain an 
appeal for drugs, surgical instruments, clothes, and 
money to relieve and make it possible to continue 
the work of such institutions. The Lord Mayor’s 
Fund for the Relief of Distress in China is trying to 
cope with three problems—destitution among British 
residents in China, the care of refugees, and the care 
of wounded (both civilian and military) in hospitals. 
In the Central China area alone 26 British hospitals 
have been helped to keep going. Dr. H. G. Thompson 
writes of the fine work being done by our medical 
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colleagues under great difficulties. ‘‘ Surely,” he 
adds, “the least that we who live in comfort and safety 
at home can do is to keep them supplied with the 
necessary medical stores, anzsthetics, antiseptics, 
dressings, drugs, and instruments without which they 
cannot carry on.”’ 





CONTROL OF VENEREAL DISEASES IN 
SCANDINAVIA AND HOLLAND 


For some years past the public health authorities of 
many countries have noted with interest the remark- 
able decline of syphilis in certain Scandinavian 
countries. In 1935 a commission appointed by the 
mayor of New York City, and representative of New 
York City and State, studied the method of control 
used in Scandinavia and in this country, and in their 
report ! it was suggested that measures for the control 
of syphilis had been less successful here, and that this 
might possibly be because we have no legislation to 
enforce treatment on recalcitrant patients. It was 
shown later? that this impression was partly based 
upon figures which had been misinterpreted, but it 
raised again the difference of opinion between those 
who consider our present voluntary system adequate 
and those who advocate notification and compulsory 
treatment of venereal diseases. 


NOTIFICATION AND COMPULSION ABROAD 


A year ago the Ministry of Health appointed Colonel 
L. W. Harrison, Mr. D. ©. L. Ward, Dr. T. Ferguson, 
and Mrs. Margaret Rorke to make a first-hand study 
of antivenereal measures in three Scandinavian 
countries where venereal diseases are notifiable 
and treatment can be enforced, and in Holland where 
there is no notification and measures for control 
depend entirely on voluntary coéperation. The 
report * of this delegation is now available and 
describes the existing situation, the methods of 
control, and the incidence of venereal infections 
in Denmark, Sweden, Norway, and Holland. The 
geographical and social factors are similar in the 
three Scandinavian countries, but compared with 
Great Britain the population is more rural and its 
density far less—a factor of importance in relation to 
the spread of venereal diseases. On the other hand 
all these countries have many ports that are visited 
by vessels from abroad and many Scandinavians 
go to sea and are thus apt to contract venereal infection 
abroad. The people of these countries are of a high 
standard of education and intelligence, and appreciate 
the importance of coéperation in public health 
measures. Medical practitioners are well trained and 
command the respect and obedience of their patients. 
The public health services are controlled from a 
central organisation. Holland is more like our own 
country in that it is almost as densely populated 
as England and Wales and, from the standpoint of 
antivenereal measures, the heavy traffic with other 
countries by sea and river is an additional disadvan- 
tage. In other respects the social conditions are like 
those in Scandinavia. 

The measures adopted against venereal disease 
are really very similar in the three Scandinavian 
countries. In Denmark and Sweden free treatment 
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is available for all, regardless of financial status. 
In Norway treatment is free only to indigent persons, 
but for those in employment is obtainable through the 
machinery of the compulsory health insurance 
scheme under which the greater part of the cost is 
defrayed. In all three countries treatment or isola- 
tion may be enforced if the patient discontinues treat- 
ment before cure, and severe penalties may be imposed 
on the patient who knowingly exposes others to the 
risk of infection. The duties of the medical practi- 
tioners in charge of such cases are clearly defined and 
include notification to the appropriate health officer ; 
but names of patients are withheld unless they 
default. In Sweden the law provides for compulsory 
notification, examination, and treatment of persons 
named as sources of infection. In Denmark such 
notification is not obligatory and compulsion cannot 
be exercised. In Norway sources of infection may be 
notified, but in practice this is seldom done except 
in the case of prostitutes. The members of the 
delegation formed the opinion that in Sweden 
the numbers notified are truly representative of the 
incidence ; that in Denmark the reporting of cases 
of syphilis is incomplete, owing to misunderstanding 
by practitioners of the type of information required ; 
and that in Norway notification is far from complete. 
They were satisfied that in those three countries the 
regulations are not regarded with antagonism by the 
public and do not lead to concealment of disease 
or encourage resort to unqualified persons for treat- 
ment. Owing to the intelligent coéperative spirit 
of the people, who are free from false shame in sexual 
matters, and the uniform standard of medical educa- 
tion and health services, these countries are ideal for 
the smooth working of a statutory scheme of venereal 
disease control. In Holland treatment is neither 
free for all nor compulsory ; and there is no system of 
notification. In the majority of clinics attempts 
are made to secure continuity of treatment and to 
trace sources of infection by means of women social 
workers especially trained under a system inaugurated 
thirteen years ago by the Dutch Society for Combating 
Venereal Diseases. 


DECLINE OF SYPHILIS 


It is well known that in Denmark and Sweden 
syphilis has declined progressively of late years. In 
the present report it is estimated that the number 
of new infections each year in Denmark is approxi- 
mately 600—or 1-6 per 10,000 of the population. 
In Sweden the incidence of early acquired syphilis 
in 1935 was estimated at 0-67 per 10,000—a figure 
based on the evidence of reported cases. In Norway 
the figure for 1935, founded on evidence from notifica- 
tion which is admittedly incomplete, was 1-4 per 
10,000. In Holland the only available evidence of 
incidence is the result of a questionnaire submitted 
to the dermatologists of Holland in 1935 and answered 
by 85 per cent. of them in respect of their private 
patients and by all the directors of clinics and 
dispensaries dealing with venereal diseases. This 
gave an estimated incidence of early syphilis in 
Holland in 1935 of 1-06 per 10,000. These figures 
are compared with an estimated incidence of 1-7 for 
early acquired syphilis in England and Wales in 1936, 
and 1-8 in Scotland judged by patients treated at 
the clinics in the same year. 

As regards congenital syphilis, the infants under 
one year of age dealt with at the treatment centres 
in England and Wales in 1935 amounted to 0-42 
per 1000 live births and in Scotland to 1-63 per 1000. 
These figures are compared with 0-33 for Denmark 
and 0-12 for Sweden for the period 1930 to 1934. 


SCOTLAND 
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The deaths from syphilis of infants under one year 
of age per 1000 live births in 1935 were Denmark 
0-18, Sweden 0-10, England and Wales 0-29, and 
Scotland 0-27. It is suggested in the report that 
the better results obtained in Denmark and Sweden 
are due to the more frequent use of serum tests during 
pregnancy. 

Adequate comparison of the incidence of gonor- 
rhea in these countries is not possible because the 
figures obtainable from Holland and from this country 
cannot be regarded as fully representative ; but it 
seems clear that although the incidence in Denmark 
and Sweden has declined none of these countries 
has made outstanding progress in control of this 
disease, 

The compilers of the report conclude that the 
degree of success against syphilis and of failure 
against gonorrhcea have been broadly similar in the 
countries that employ legislation to enforce treat- 
ment and in those that rely on a voluntary system. 
They believe therefore that compulsion is not a 
major factor in the success of antivenereal measures 
in the countries where it is employed. 


SCOTLAND 
(FROM OUR OWN CORRESPONDENT) 


OBSTETRICS IN DUNDEE 

I HAVE previously referred to the proposal by the 
court of the University of St. Andrews to give the 
new professor of obstetrics, when he is appointed, 
wards in the municipal hospital at Maryfield instead 
of in Dundee Royal Infirmary. This proposal has 
aroused considerable discussion, and last week it 
was rejected by the Dundee town council by 23 votes 
to 9. Those who opposed the scheme declared that 
there has been a rift between the university court 
and the directors of Dundee Royal Infirmary with 
regard to the appointment, and that the proposal 
to coéperate with the municipal hospital departed 
from an old-standing agreement with the infirmary. 
It was also stated that the proposal would mean the 
closing down of Dundee Royal Infirmary school 
of maternity training. 

This problem is an instructive example of the 
difference of opinion which may arise between 
university authorities and the voluntary teaching 
hospitals. Whatever may be the exact reason for 
the disagreement in the present case, it is gratifying 
to note that the municipal authorities in Dundee 
realise the importance of maintaining the status of the 
local voluntary hospitals. 

ZINC INSULIN 

At a meeting of the Medico-Chirurgical Society of 
Edinburgh last week Prof. D. M. Dunlop spoke on 
zinc protamine insulin. He pointed out that the 
modern soluble insulin is so readily absorbed that 
its action lasts only 4-5 hours. This necessitates 
frequent doses in certain forms of diabetes. The 
action of zinc protamine insulin, however, is much 
more prolonged and may last for nearly 26 hours ; 
an injection given on one morning will still have an 
effect on the blood-sugar level at breakfast time on the 
following day. This makes it possible to reduce the 


PROTAMINE 


hyperglycemia which tends to occur, especially 
during the night, in severe cases; the number of 
injections required is also much reduced. Prof. 


Dunlop said that.during the past year he had con- 
verted 150 out-patient diabetics to zinc protamine 
insulin. 


It was unnecessary to admit the patient 
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to hospital for the change, and 45 per cent. of his 
cases had no return of glycosuria during the process. 
The average dose of zinc protamine insulin required 
was slightly lower than that of soluble insulin. When 
the total daily dose of soluble insulin is 25 units or 
less the patient could be put at once on the same dose 
of zinc protamine insulin. When the total was 
greater than 25 units it was better to give three- 
quarters of the dose in the form of zine protamine 
insulin and one-quarter in the form of soluble insulin. 
Of 102 carefully studied cases 77 did not require any 
soluble insulin after the change in the drug; 25 
required a little soluble insulin to control the hyper- 
glycemia following breakfast and to avoid the hypo- 
glycemia which tends to occur in the afternoon 
or evening when large doses of zinc protamine insulin 
have to be given. For a new case, with moderate 
diabetes, 10 units of the zinc protamine preparation 
could be started without hesitation but any increase 
of the dosage should be made more slowly than with 
soluble insulin, about 4 days being allowed to elapse 
between each increase. Severe cases were better 


dealt with by soluble insulin at first and later the ° 


change could be made. In Prof. Dunlop’s experience 
the average diabetic feels better on zinc protamine 
insulin and he attributes this to the avoidance of 
hyperglycemia. With this treatment the carbo- 
hydrate given should be spread equally over the 
principal meals. When hypoglycemia occurs the 
reactions may be severe; they are more difficult to 
relieve and are different in manifestation from those 
which occur with soluble insulin. Instead of the 
usual sweating, palpitation, and tremor observed, the 
symptoms of hypoglycemia with the zinc preparation 
are slight headache, general malaise and, sometimes, 
nausea and vomiting. Patients must be warned, 
therefore, that the symptoms of too much insulin 
will be different with the new preparation, or else 
they may pass into coma without realising the cause 
of their ill-being. 

Prof. Dunlop left no doubt of his conviction that 
the use of zine protamine insulin constitutes an 
important advance in the treatment of diabetes 
mellitus, 





IRELAND 


(FROM OUR OWN CORRESPONDENT) 


THE IRISH FREE STATE MEDICAL UNION 


THe annual general meeting of the Irish Free 
State Medical Union was held in the Royal College 
of Surgeons on May 2nd. In the morning a scientific 
session was held when a spirited discussion on the 
diagnosis and treatment of gastric disease was 
introduced by Dr. J B. Magennis and Mr. Seton 
Pringle. At the business session in the afternoon 
Dr. Conor Maguire, the president, and subsequently 
Dr. P. MacCarvill, the newly elected president, took 
the chair. The membership of the Union now stands 
at 955; 109 new members were elected during 
the year, 12 resigned, and 10 died. There were 
23 transfers to the British Medical Association and 
20 transfers from that body to the Union, consequent 
on changes of residence. The audited accounts 
showed a total income from all sources of £2635, and 
a total expenditure of £2150, leaving a balance of 
income over expenditure of £485, and a balance of 
assets over liabilities of £2886. 

In the discussion which followed an account of 
the various activities of the council during the year, 
the cumbrous form of the constitution of the Union 
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was criticised, and a small committee was appointed 
to devise, if possible, a simpler constitution. Dis- 
content was expressed with the reluctance of several 
of the Ministers to discuss with representatives of the 
Union various matters concerning the welfare of the 
profession. There has been, as yet, no settlement 
of the differences between the Union and the Depart- 
ment of Local Government and Public Health on 
the question of a suitable fee for immunisation 
against diphtheria. At the annual general meeting 
last year a resolution had been passed which had 
tied the hands of the council, and it was decided to 
rescind part of that resolution so as to leave them 
more free to enter into negotiations. The fee so far 
approved by the council is about half that approved 
in Northern Ireland and less than half that paid at 
present in Great Britain. It is hoped that the diffi- 
culty may be solved by a general increase in the 
salaries of the district medical officers of health 
rather than by laying down a fee for each act of 
immunisation. The meeting ended with a dinner, 
attended by some 60 members and their friends at 
the Dolphin Hotel. 


ADMINISTRATION OF THE MILK AND DAIRIES ACT 


When the Milk and Dairies Act (1935) was under 
discussion in the Dail three years ago it was recog- 
nised that very few of the local authorities entrusted 
with the administration of the Act are much interested 
in health affairs, and that however good the legisla- 
tion may be it cannot be useful unless rigorously 
administered. Unfortunately there is evidence that 
these forebodings were justified and that in many— 
probably most—rural areas careful administration 
has been lacking. Moreover, in some of the few 
cases where prosecutions have been brought by the 
rural authorities the courts have shown a deplorable 
lenity. It is unjust to the milk-producers who have 
taken pains to obey the law and to produce clean 
milk to find that their competitors are permitted to 
sell dirty milk.and even if convicted of the offence 
are only punished by the imposition of trivial fines. 
In his annual report on the health of his district 
Dr. D. F. McCarthy, medical officer of health for the 
North Riding of County Tipperary, remarks that if 
the Milk and Dairies Act were administered in a 
thorough and efficient manner it could do much good 
for the health of the nation, but the half-hearted 
operation of such an important piece of legislation 
might well leave the position worse than before the 
Act became law, and the public under a false sense 
of security. 
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From a leading article on the Irish Medical Charities 
Bill. 


... Apam Smira proved, a long time ago, that Govern- 
ments invariably do everything which they undertake 
worse than private individuals: and it is a remarkable 
fact that places under Government are the only places 
for which all kinds and classes of unqualified persons 
apply. A Fiddler would put in for an Inspectorship 
of Prisons under Government, a Poet for a post in the 
Finance department, a briefless Barrister for the Chancellor- 
ship, a shallow Lord for a Coloneley in the Guards, a 
Novelist for a Colonial Governorship ; one of the 26 County 
Surgeons, the greatest ass in all Ireland, for a place under 
the Medical Charities Bill: and it is evident that every 
one must have some chance, or why would so many put 
into the Official Lottery. 
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PANEL AND CONTRACT PRACTICE 


Incapacity in Scotland 


THE annual report of the Scottish Health Depart- 
ment usually has something to say about chronic 
incapacity which will interest insurance practitioners. 
To keep the inquiry within reasonable limits it was 
decided to confine it to cases which had recently 
begun but which seemed likely to become “‘ chronic,” 
actually those completing thirteen weeks of incapacity 
on or after Sept. Ist, 1937. Besides serving the 
main object of research into the general problem, a 
review of every case at the end of a quarter might, 
it was felt, be of value to the individual concerned. 
In some it should be possible for the Department’s 
regional medical service, by means of a second 
examination of the patient (in which special diag- 
nostic measures or the services of a specialist might 
be utilised) to render assistance to the doctor con- 
cerned. Such assistance should be more profitable at 
a comparatively early stage of the incapacity. It 
might throw light on the extent (if any) to which 
prolongation of incapacity is attributable to lack of 
facilities for specialist diagnosis or treatment. Up to 
the end of 1937 the regional medical service had 
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disposed of 3444 of which 776 had been 
examined. 

In what is called in the report ‘‘ chronic incapacity ”’ 
—cases in which incapacity began before the com- 
mencement of a statistical year and continued 
throughout the year—an analysis of the morbidity 
reports goes to show that the number is greater than 
has been generally realised, and that they account 
for a substantial portion of the annual burden of 
claims for sickness and disablement benefits. Their 
number has been increasing from year to year, though 
latterly at a less rapid rate, while in more than 
50 per cent. of them incapacity has begun at age 45 
or under. In the year to June 30th, 1937, 30,754 
such cases accounted for 11,225,210 days of incapacity, 
or about 40 per cent. of the total for the year. This 
means that one insured person in every 60 was unfit 
for work throughout the entire twelve months. 
Nervous diseases (mostly insanity) are the most 
common cause of chronic incapacity, followed in order 
by (2) rheumatic, muscular, and joint conditions, 
(3) diseases of the circulatory system, (4) tuber- 
culosis, and (5) bronchitis. Together these five cause- 
groups account for two-thirds of the chronic cases. 


cases, 








his name can be seen later in the half-yearly index 


FROM A LONDON PRACTITIONER 
II 

THERE is a certain type of mind—the sort which 
loves the ordered industry of the hive, which yearns 
for more tidiness in human affairs and generally 
leans towards State socialism—which is shocked 
by what it sees as needless chaos in our practice. 
Why is there no team-work, no coérdination among 
us, why is treatment not systematised, how can it 
be right that half a dozen methods of treating a 
fractured femur or a duodenal ulcer should coexist ? 
People with this type of mind long for an orderly, 
homogeneous, coérdinated, and directed medical 
service, and believe that our patients would benefit 
enormously were it established. 

This criticism seems to me to have little weight. 
It breaks on the hard facts of the natural history 
of diseases and of human nature. The art and even 
the science of medicine obstinately refuse to be pigeon- 
holed. Text-books, which of necessity attempt the 
feat, notoriously fail to attain anything like complete 
correspondence with the phenomena of clinical 
experience. ‘‘The books will tell you,’ says the 
experienced clinician to his students, “but .. .” 
or “of course you will not find this in the books.” 
But it is not the books’ fault. The trouble is that they 
are attempting to reduce to order the infinitely variable 
reactions of individuals to noxious things. Of course 
they fail, and when it comes to treatment matters are 
still worse. ‘‘ Treat the patient, not the disease ”’ 
is not a teacher’s maxim, it is a plain necessity, for 
diseases have no independent existence. We can 
do no other; and since patients and their circum- 
stances vary infinitely, the unhappy authors must 
choose between vague generalities—‘‘ the exhibition 
of mercury is indicated ’—or a detailed programme 
which may prove utterly inapplicable in the circum- 
stances of a given case. 

Medicine is, and so far as I can see must always 





be, an extremely individual matter. Its problems 
are presented by individual patients and must be 
decided, for the most part, by single, independent, 
responsible medical men. There is much talk of 
‘“*team-work,”’ but it is very loose talk. There is a 
place for it, of course. Most operations require a 
team in the sense of two or three people who know 
something of each other working together, and there 
are times when a diagnostic team is useful or even 
essential, but generally a team is the very last thing 
the patient needs. As well might a battalion go into 
action under a team of colonels or a sinner confess 
to a team of priests, as a patient put himself in the 
hands of a team of medical men. If the thing were 
called a committee—which is nearer the truth— 
it would be shorn of some of its false prestige. 
* * * 


Our practice is much criticised for being concerned 
with treatment instead of prevention. ‘ You are,” 
say they, “at best a mere botcher and patcher. You 
watch people get well, or watch them dwindle and 
die. You give them medicines in which you do not 
believe. You do not get down to the root of the matter; 
you do not treat causes. You deal in sickness, not 
in health. Why not emulate the Chinese physician, 
who takes fees from his patients only while they are 
well, and keeps them in health for fear of losing his 
money?” (This probably mythical Chinese doctor 
has a great vogue among the intelligentsia.) ‘‘ You 
need to reorientate yourselves altogether, acquire the 
Preventive Outlook, see your patients in health, 
instruct them in hygiene, examine them every six 
months, exhort them to seek you early and Nip 
their Diseases in the Bud.” 

Do I exaggerate? Let me quote. ‘“ During the 
last sixty years there has been a revolution in our 
attitude towards disease. The main reason for this 
is the idea that the cause of a disease is the most 
important thing about it. This idea has already been 
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very useful and it is probable that, by means of it, 
the present generation will be able to prevent or cure all 
the ordinary diseases”’ (N. W. Pirie: An Outline for 
Boys and Girls, p. 228). (Italics are mine.) 

This from the pen of a young biochemist fairly 
deprives me of breath, but it is perfectly typical 
of the book in which it oceurs and reflects, accurately 
enough, the outlook of the great band of science- 
worshippers. To optimists of this order we must 
indeed appear but as purblind tinkers groping in 
medieval darkness. But what weight is there in 
the argument ? 

* * * 


First for the negative or destructive part. ‘“‘ We 
do no real good.” ds it not a very great service to 
any patient to give him a diagnosis? It is, beyond 
question, what, as a rule, he most wants of us, and the 
notion, still fostered in hospitals, that it does not 
interest him is palpably false. If, in addition, we 
can tell him the probable course of his malady and 
what he should do to put himself in the way of 
recovery, we have done him a further service; if 
we can allay his discomforts we have again increased 
his debt to us—and there are few conditions we can 
do nothing to alleviate. Even if, as sometimes 
happens, our medicine is no more than a symbol of 
sympathy, a sign of belief in the reality of our patient’s 
trouble and our desire to help him, it must be forgiven 
us in this soft-hearted South Country (for, it seems, 
in Scotland they can dispense with the token-bottle)s 
But not seldom we can actually deflect the course 
of the disease. Have we no iron, liver, thyroid, 
or insulin; no Prontosil, salvarsans, digitalis, or 
quinine; no effective ointments, diets, or physical 
treatments ? Is it nothing—putting aside the life 
saved by prompt diagnosis and apposite surgery— 
to discover and deal with a chronic infective focus ? 
Is it nothing to evaluate a patient’s symptoms for 
him so that he may see them in proportion and 
perhaps accept them as arising from emotional 
conflicts even if we cannot fully analyse them or 
reorder his life for him? Is it nothing to see him 
through an illness, whether to death or recovery ? 
Is it nothing, even, to listen patiently to the tedious 
reiterated recital of the symptoms of the obsessed 
and to make the appropriate comforting reply, well 
knowing that it must all be done again next week ? 
Is it nothing to extract the buried thorn from the 
finger, the bead from the child’s nose, the bit of 
grit from the conjunctival sac ?—to stand, invisibly 
if possible, between our patient and the charlatan, 
to adjudicate on the advice of friends, to interpret 
the dark speeches of consultants? Nothing to 
preside over the dangers of birth and over the pains 
of death ? This is not half the list of the daily duties 
of the tradesman in health, the botcher and patcher 
busy with results, but I think it is an honourable list— 
a full man’s job, and I cannot for my life understand 
who will do all this for our patient if the tinker is 
called to Higher Forms of Service. 

* * *” 


But now for the Preventive Spirit and instruction 
in health, “Ask your doctor and ask him early ” 
and Nipping it in the Bud. 

Let certain quite large things be granted. 

We have thought in the past too little of xtiology. 
I was never encouraged as a student to try and piece 
together the complex of causes which brought X to 
the operating table with a perforated ulcer, laid Y 
on his bed with pneumonia, or poor little Z on the 
post-mortem room slab with generalised tuber- 
culosis. If I could trace the pathology a little way 
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batk that was good enough; the causes—the human 
causes—especially the preventable causes were not 
my concern. No text-book of medicine, so far as 
I know, opens with a chapter of.prolegomena on the 
respective influence of constitution, environment, 
diet, personal hygiene, and exposure to infection in the 
production of disease-pictures, nor are diseases 
classified according to their broader and remoter 
wtiology. How much could be done to keep men in 
health, without help from the environmental trap- 
pings of civilisation on which we lay such stress, if 
only their diet and way of life could be controlled 
and they could be kept away from the towns, was 
made plain in the war for all who had eyes to see; 
and it is sad to reflect how carefully the lesson has 
been forgotten by a community which finds both the 
circumstances of that great experiment and its 
implications disturbing to its peace of mind. Every 
well-spent holiday proves the same thing. 


* * * 


Let me admit that as doctors we should love health 
and hate disease and should wish to see and to keep 
our patients well. Of course! But we do, and of 
the few that do not there is little to be said. The 
man who likes to make chronic invalids and treat 
them indefinitely has his reward—grateful patients 
and plenty of guineas (it needed no Prophet from 
our ranks to tell us that), but he is outside the 
argument. Could we—the many with unwrung 
withers, honestly glad to see our patients well— 
could we prevent and forestall disease by a new 
relation to our patients and a new outlook ? 

The recent triumphs of medicine, it is said, have 
been preventive. 

True in a sense. Cholera has been prevented 
(water-supply) and typhoid (so long as the authorities 
keep their eyes skinned) and chlorosis is gone (? change 
in ladies’ fashions and general liberation of women 
circa 1912) and summer diarrhea of infants (? the 
welfare centre,? the motor-car replacing the horse,? the 
more equal distribution of wealth,? all these plus z) 
and rickets (a real one, for once, direct result of 
research and teaching), and before all this small-pox 
was dethroned by vaccination and now it has grown 
very mild, and scarlet fever and many other things 
much milder and no one knows why. 

The increased expectation of life, the fallen infant 
death-rate, the disappearance of this and that disease 
are impressive enough in their way, but how great 
a part could the general practitioner have played 
in the piece however enlightened ? 

* x * 


There still remains, beyond question, a mass of 
disease and ill health theoretically preventable. 
Ill health due to unremitting toil and to having 
nothing to do, to overeating and overdrinking and 
to being underfed, to being exposed to all weathers 
and to never seeing the sun, to being herded together 
in tubes and offices, to wearing fashionable shoes, to 
having too much money or too little, to living in 
slums or in superheated flats, to the burden of relent- 
less responsibility and to unemployment of the mind ; 
there are the industrial diseases and the huge total 
of road injuries—all the unnumbered bodily troubles 
due at bottom to ill distribution of wealth and of 
work, and to human follies and foibles, to the pursuit 
of pleasure, money, speed, and comfort. There is 
also much ill health which the dentist could and 
would prevent if only he were given the chance. 

But where does the doctor come in ? 

In the important matters of hygiene—-the matters 
in which doctors could speak with certainty and with 
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one voice—the ordinary citizen knows already 
what is good and what bad for his health. He knows 
all about sunshine, fresh air, exercise, cleanliness, 
““requies, moderata dieta ’’ and the rest. His rulers 
know it even better. Sometimes it is hard, some- 
times impossible for citizen or ruler to do or bring 
about the right thing. Sometimes it would be easy, 
given the will, sometimes quite possible, but at a 
price in cash, in effort, in overcoming prejudice 
or vested interests, in interfering with the sacred 
duty of making money (‘“ Business”) which they 
are not prepared to pay. 

It is not for lack of knowledge that the nations 
beat their ploughshares into swords, nor because 
they have no smith able to make a pruning-hook 
out of a spear, and it is not for lack of knowledge or 
technical skill that a vast amount of good health 


RELIEF OF DISTRESS IN CHINA 
To the Editor of Tue LANCET 


Srr,—The news which has been coming through 
from the war areas in China cannot give an adequate 
picture of the terrible sufferings of the people and the 
need for help at the present time. 

Large areas have been rendered desert by complete 
destruction of farms and villages. Enormous numbers 
of the population have been on the move ; some seek- 
ing for safety and others in search of food. In a 
great many places the chance of a harvest either 
this year or next has gone, for farms are burnt, while 
beasts for ploughing, implements, and seed have all 
been destroyed. A death-rate in a refugee camp 
for the first few months was 380 per 1000, to a large 
extent among the children, and this gives but a bare 
statistical picture of an inealeulable amount of 
suffering and anguish, both physical and mental. 
With summer coming on, epidemic diseases such as 
cholera, relapsing fever, the dysenteries, and small- 
pox are spreading, whilst food-deficiency diseases 
such as beri-beri are becoming rampant. 

British hospitals, established by missions of all 
denominations, have been nobly endeavouring to 
do their part in meeting the need, and without a 
word of complaint they are being overwhelmed with 
the care of the sick and wounded. Since the early 
days of the struggle the Lord Mayor’s Fund has 
sent out, apart from cash for starving refugees, 
about £18,000 of medical supplies and drugs to the 
hospitals, but these are now becoming exhausted, 
and we must stand by our medical colleagues in this 
their need. Much has been given by doctors, 
chemists, and manufacturing firms, and we confidently 
ask for your readers’ sympathy and active coépera- 
tion to do something for this mass of suffering. 
Goods in kind or money to buy drugs, dressings, or 
instruments will all be welcomed. Donations of 
money and gifts in kind may be sent to, and cheques 
or postal orders made payable to, H. Gordon Thompson, 
M.D., F.R.C.S., Hon. Secretary and Treasurer, the 
Lord Mayor’s Fund for the Relief of Distress in China, 
121, Westbourne-terrace, London, W.2. 

We are, Sir, yours faithfully, 
Dawson OF PENN, JouN Kirk, 
W. McApam Ecctes, W. T. Lister, 
H. B. Fawcus, EWEN J. MACLEAN, 
GEORGE GASK, Louise McItroy, 
HORDER, Joun A. RYLE, 
RosBert HvutcuHison, CUTHBERT WALLACE, 


R. E, Ketty, D. P. D. WiLKre. 
June 7th. 
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goes unattained and unpurchased by the citizen 
and by the State; it is for lack of a sense of values. 
Even when specific means for preventing some of the 
worst of diseases are available—immunisation for 
diphtheria, prophylaxis after exposure for syphilis— 
they are not welcomed by the body of citizens. In 
both cases the supposed price appears to many minds 
too great to pay. 

Mr. Kurt Hahn, of Gordonstoun School, 
recently: ‘“‘ Our civilisation is diseased. 
transmit incentives towards 
of life.” 

In the face of all this, is there not something a little 
dishonest in the suggestion that we should not confine 
ourselves to giving advice when asked, but should 
preach the gospel of prevention to a body of citizens 
supposed to be yearning after it in ignorance ? 


wrote 
It does not 
health-giving habits 


NASAL SINUSITIS AND MENTAL DISORDER 
To the Editor of THe LANCET 


Smr,—Whether sepsis in the nasal sinuses is a 
frequent or infrequent causal factor in mental dis- 
order, only those whose practice is devoted to the 
care and treatment of certifiable patients can deter- 
mine, and that this is rather a difficult problem 
appears from the widely differing conclusions from 
recent investigations. Yet the results actually 
obtained in practice leave no room for doubting that 
in some mentally disordered patients the determining 
cause was chronic sepsis in the nasal sinuses, where 
restoration of the patient’s mentality followed 
disinfection and drainage of all the infected sinuses. 

My practice for many years as a general physician 
specialising in laryngology afforded a large group of 
cases of nasal sinusitis with symptoms of systemic 
septic toxzemia (mostly those showing simple mental 
depression and poor concentration, but a consider- 
able number also whose loss of memory and more 
marked mental depression was associated with suicidal 
impulses, &c.) and a small group comprising the very 
few who displayed severer degrees of mental aberration 
—of the certifiable category. 

My own first case was encountered in 1911, the 
patient being a young bank clerk with delusions of 
‘having committed unpardonable sins ” ; he thought 
that he was a dead man and, refusing food, required 
forcible feeding. He had chronic pan-sinusitis, but 
in a few weeks after all his sinuses had been opened 
and disinfected his mental gondition cleared up 
although quite normal mentality was not attained 
for six months when he returned to his work and 
never relapsed.! 

Yet more striking examples have been recorded 
by others *—e.g., by the late Dr. Henry Cotton 


Bis 
at Frenton, New Jersey, and by Dr. T. C. Graves 


of Birmingham, notes of whose cases are 
recounted in my ‘Chronic Nasal Sinusitis in 
Relation to General Medicine,’ together with a 


summary of Pickworth’s researches.* These afford 
histological and pathological evidence why it is that 
septic infection of the sphenoidal sinuses and posterior 
ethmoid cells are peculiarly prone to determine mental 
disturbance, owing to toxic absorption if not actual 
invasion of the organisms through the mucosa of 
the infected sphenoidal sinus, via the pituitary stalk 

4 Chronic Nasal Sinusitis in Relation to General Medicine 
Bristol, 2 ED. p. 44 

2 Ibid, p. 26. 


% Watson-Williams, P., and Pickworth, F. A., Brit. med. J. 
1928, 1, 931. 
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to the region of the third ventricle. Nevertheless 
because accurate investigation of the presence of 
operative sepsis in the sphenoidal sinuses (and 
posterior ethmoid cells) appears likewise a stumbling- 
block to many clinicians who consequently are 
driven to rely on radiograms for their diagnosis, a 
chronic infection of these nasal cavities with little 
purulent discharge may readily escape detection. On 
the other hand maxillary antral infection with 
copious purulent discharge seldom causes marked 
mental disturbance. 

I do not presume to suggest in what percentage of 
the certified paranasal sinusitis is the dominant 
factor determining insanity, but surely it is of the 
utmost importance, however small the actual per- 
centage may be, that the sinus infection be correctly 
diagnosed and properly treated in those patients 
who can thereby be restored to mental soundness, 
and business capacity. I suspect that in a good 
proportion of suicides “‘ during temporary insanity ”’ 
the determining cause of the overwhelming depression 
is toxemia from sinus infection, especially spheno- 
ethmoidal, but the insanity is discovered too late in 
coroner’s courts, and post-mortem examination of 
the sinuses is hardly ever made and hence such a 
source is left undiscovered. 

I am, Sir, yours faithfully, 


7 Te r 7 > 
Clifton, Bristol, June 4th. P., Watson-WILLIAMs. 


NUTRITION AND DISEASE IN DENMARK 
To the Editor of Tue LANCET 


Sir,—In Tue Lancet of April 9th Dr. Hindhede 
disputes the calculation of the Danish Department of 
Statistics on one point—namely, the consumption of 
meat in 1918. He does not dispute the important 
fact of the unusual consumption and uniform distri- 
bution of milk and butter in this “ year of health.” 
I have shown Dr. Hindhede’s remarks to the director 
of the department (E. Cohn), who assures me that 
account was always taken of the effects of production, 
import and export. It is courageous of Dr. Hindhede 
but not convincing when he puts his personal impres- 
sions and those of his followers against the scientific 
judgment of the Department of Statistics. His last 
retreat is his ‘‘ own feelings on the low-protein diet ”’ 
and I cannot fight with statistical weapons against 
this, but I know that there are many families in 
Denmark living on mixed food, with much meat and 
milk, who are as well and happy as the Hindhede 
family, and I know that Dr. Hindhede’s diet is not 
under strict control. He has been seen to take great 
portions of meat (especially fried duck) to strengthen 
himself before his lectures. People who are not 
under control do not know what they really eat. 
I met a brave doctor who told me he was a vege- 
tarian, but I learned from his wife that he did not 
count the meat meals he consumed four or five 
evenings every week when he went out. 

Even if Dr. Hindhede remained healthy and 
arrived at 100 years on a diet of skim milk, potatoes, 
bread, and margarine, it would not prove anything 
because experiments with single persons are of poor 
value. In a Rumanian city which I visited the year 
after the research made there by Dr. Aykroyd, 5 per 
cent. of the population suffered from pellagra, and 
95 per cent. were apparently healthy ; nevertheless all 
of them got exactly the same food. Even if their 
food is low in value most people escape harm if their 
assimilation, combustion, and excretion are good, 
and until they meet strain or illness. It is this fact 
which makes the campaign against pellagra so 
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difficult in Rumania. The sufferers say—with 
Hindhede—that the food must be good enough, 
because a sister, a brother, or a husband feels healthy 
on the same food. Albert Szent-Gyérgyi is right 
when he says (Dtsch. med. Wschr. Nov. 26th, 1937), 
supporting the views of Sir John Orr, that the best 
food is that on which great communities of people 
have the lowest mortality and morbidity. We have 
no better example for this than the great Danish 
experiment during the war. 
I am, Sir, yours faithfully, 
JOHANNE CHRISTIANSEN. 
Copenhagen, May 27th. 


TRAUMA AND TUBERCULOSIS 
To the Editor of Tue LANCET 


Sir,—The report of the meeting of the Tuber- 
culosis Association which appeared in your issue of 
May 28th (p. 1223) contains the following statement 
by Dr. J. Browning Alexander : “‘ Apart from stabbing 
or fracture of a rib a healthy lung did not rupture.” 
In controversion I would like to draw Dr. Alexander’s 
attention to two articles (Brit. med. J. 1934, 2, 629; 
1936, 1, 461) in which cases reported during the 
past 100 years are quoted and recent cases are 
described. It will be seen from these that not only 
can a healthy lung be bruised but large cavities filled 
with blood, and even partial or complete severance 
of a lobe can be caused by trauma and this without 
any sign of injury to the chest wall. Pulmonary 
trauma appeared to me to be so important from both 
the medico-legal and the clinical aspects that I 
suggested in 1934 that the problem should be con- 
sidered by the science committee of the British 
Medical Association. 

I am, Sir, yours faithfully, 
Wigan, June 4th. W. E, Cooke, 


BLOOD TESTS IN PATERNITY CASES 
To the Editor of Tuk LANCET 


Sir,— Your interesting reference on May 28th to 
the first case in the law courts of this country 
(May 16th, 1938) in which a blood test was applied 
to exonerate a defendant in an affiliation suit deserves 
the widest publicity, and your comments should do 
something to extend the use of these tests. I am 
personally interested in this matter because I 
endeavoured as long ago as November, 1936, to move 
the Home Office to take action in introducing these 
tests in our law courts. With this purpose I wrote to 
the Home Secretary, Sir John Simon, on Nov. 17th, 
1936, pointing out that “the determination of 
paternity by blood tests had been used abroad for 
some considerable time and was in common use in 
Europe and the United States, that it was easy of 
application and that it was possible in a proportion 
of cases, probably at least one in three, where a man 
is falsely accused of paternity, to state with complete 
certainty by a blood examination that he could not 
have been the father.” I also asked Sir John to 
receive a small deputation, explaining the points of 
my memorandum and the measures suggested. The 
Home Secretary at that time was very much occupied 
with certain Bills for which he was responsible, and 
although he made a very courteous reply no action 
was in fact taken by the Home Office. 

The matter was reopened by a question in Parlia- 
ment which you reproduce in your issue of June 4th. 
Referring to the case already cited, the hon. Member 
for West Leyton asked whether the Home Secretary 
‘‘ proposed to take any steps to encourage or discourage 
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the use of the test in similar cases.”” The Under- 
Secretary for the Home Office replied as follows : 

** My right hon. friend has seen newspaper reports 
about this case. There has never been any doubt 
that if each of the parties to affiliation proceedings 
is willing to submit to a blood test evidence as to 
its results is admissible ; and the publicity given to the 
recent case will, it is hoped, make the possibilities 
of the test more widely known to magistrates and 
others concerned. Legislation would, however, be 
required to make blood tests compulsory in cases of 
dispute as to paternity, and my right hon. friend 
can hold out no prospect of introducing legislation 
on this subject.” 

On June 2nd I put the following question and 
received the following answer : 

Sir ERNEst GRAHAM-LITTLE: To ask the Secretary 
of State for the Home Department, whether he will 
consider ‘the desirability of officially informing 
magistrates by circular throughout the country 
of the validity and value of blood tests. 

Sir SAMUEL HoaRE: I think that the courts are 

aware of the possibilities and value of these tests 
to which full publicity has already been given, and 
I do not think that any further action on my part is 
called for. 
These answers bear out your statement that “the 
test is not likely to be fully used until the law is 
altered to give magistrates discretion to order it as 
a condition of continuing to hear the application.” 
That the law should be thus altered is I submit 
clear. 

In a very interesting session of the Medico-Legal 
Society on April 22nd, 1937, the case for employment 
of the blood test was ably put by medical members 
and usefully discussed by legal members. Some of 
the difficulties urged by the legal speakers were : 
unfamiliarity of the tests on the part of magistrates ; 
difficulty of inducing the mother to codperate, 
inasmuch as she could gain nothing by the test and 
might conceivably succeed in the absence of the 
test ; the difficulty of finding a pathologist capable of 
carrying out the somewhat delicate examinations 
required ; and of course the expense involved. A last 
difficulty cited may perhaps be no longer valid if the 
law of evidence is altered to allow of written reports 
being submitted in court without the presence of the 
writer, in this case of the pathologist making the test. 
The remedies proposed for these difficulties were : 

(1) That magistrates should have discretion to 
make the codperation of the mother a condition of 
her application being heard. 

(2) The result of the test should be evidence only 
if it were conclusive against paternity. 

(3) A certificate should of itself be evidence without 
the necessity of calling the pathologist himself as 
witness. 

(4) The tests should be done at the public charge. 


Another legal speaker of great authority emphasised 
the point that to establish the test it would be 
necessary to compel the coéperation of the mother, 
but he declared that “‘ there should be no difficulty 
about this when its importance was established.”’ The 
same speaker pointed out that the test would be 
useful in other cases besides paternity—e.g., in 
divorce a male petitioner might base his case on the 
birth of a child which the tests might show could not 
be his, but he was not allowed to give evidence to 
this effect. Blood tests under a High Court order 
in all three persons involved would obviously be 
extremely useful. 

I am given to understand that in many countries 
in Europe the court can order the performance of 
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the tests, which thus become an instruction of the 
court and no onus is placed upon the litigants. The 
scientific witness is a court witness and not a party 
witness. 

That time and money would be very frequently 
saved by the tests and better evidence obtained is 
indisputable. In the instance you have cited the 
case collapsed immediately upon the performance of 
the test, and the reliability of the evidence given by 
scientific blood tests is obviously immeasurably 
greater than the “‘ evidence ’” commonly relied upon 
in the absence of the tests—e.g., resemblance between 
the accused man and the child in paternity cases. 
It is sincerely to be hoped that the Home Office will 
not persist indefinitely in its refusal to promote or to 
accept legislation on this subject. 

I am, Sir, yours faithfully, 

Wimpole-street, W., June 3rd E. GRAHAM-LITTLE, 


FEMORAL THROMBOSIS 
To the Editor of Tur Lancet 


Sir,—In the extracts from Mr. R. T. Payne’s 
Buckston Browne essay published in your issue of 
May 28th no reference is made to the age-incidence. 
I do not know whether this is considered in the 
original paper, but I fancy that one reason why the 
results of his investigation showed the unsatisfactory 
conclusion “that circulatory recovery is never 
complete after so-called deep femoral thrombosis ” 
may be that his cases did not include any young 
children ; for I happen to have had one such case 
in which the circulation seems to have recovered 
completely. 

In February, 1931, I had as a patient a baby of 

7 months with acute osteomyelitis of the lower end 
of the left humerus, pus being also present in the 
elbow-joint. After operation -she developed a 
septicemia or py#mia with several fixation or 
metastatic abscesses. Finally she developed a solid 
cedema of both lower extremities, the cedema involving 
also the vulva and lower abdominal wall; a typical 
bilateral deep femoral thrombosis. Eventually she 
made a satisfactory recovery, and the circulation of 
her lower limbs seems perfect at the present time. 
She also has almost perfect movement at the elbow, 
though the epiphysial growth has been somewhat 
interfered with. 
I have good reason to remember this case, for it 
was actually the first of my ‘“‘ hopeless’’ cases to 
recover after, and apparently as a result of, injections 
of vitamins A and D. Perhaps more than any other 
“ase it encouraged me to persevere in the long 
investigation into this form of therapy, the results 
of which were published in Tue Lancet of March 12th 
last. 

As, according to Mr. Payne, the treatment of the 
later stages of femoral thrombosis seems to demand 
the resources of a well-equipped electrotherapeutic 
or massage department, it may be worth while to give 
details of a case that I treated in 1930 with injections 
of Contramine (B.D.H.) with quite striking results. 
In fact until Mr. Payne’s paper set me re-reading 
my notes and reviewing the case I had not realised 
how striking the result had been. 

Mrs. A, then aged 27, in 1920 had a white leg after 
her fifth confinement. After her sixth confinement 
in 1923 she was in bed for six months with both legs 
involved, and in the next year she had a dead baby 
though no white leg followed. The year 1925 
however saw her in bed for about eight weeks with 
an attack after the next confinement, and in 1928 
she had another baby followed by a rather worse 
attack of phlegmasia alba dolens. She was therefore 
a well-established case when I first attended her for 
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a miscarriage in 1930, for quite apart from: her periods 
in bed she constantly suffered in varying degree from 
the pain and swelling so well described by Mr. Payne. 

On March 5th, 1930, she had a complete miscarriage 
at about four months. She did well, but a fortnight 
afterwards developed a phlebitis in the left leg— 
not a true phlegmasia alba dolens. In spite of treat- 
ment this gave her so much pain that she was not 
able to get up for more than an hour or so a day. 
On May 25th I therefore gave her an injection of 
contramine which seemed to cause some improve- 
ment, and on June Ist I gave her a second injection. 
The next day she did the family washing without 
much trouble and seems to have been almost free 
from pain ever since. She has certainly since had 
a confinement and a miscarriage without any return 
of the trouble, and the crippling pain and swelling 
of the right leg—which was always the worse of the 
two—has disappeared also. During the past eight 
years she has managed to do the work for her large 
family with nothing worse than slight swelling of the 
right leg at the end of the day, but the leg still shows 
a tendency to develop painful indolent ulcers after 
slight injuries, 

I know that one cannot found a method of treat- 
ment on one result, however brilliant or convincing ; 
but such a case as the foregoing, almost fortuitous 
yet well tested by time, cannot help raising the 
hope that chemotherapy may yet provide us with 
some drug which will arrest and even reverse the 
process of fibrosis which is presumably at the root 
of the trouble caused by so-called deep femoral 
thrombosis. I am, Sir, yours faithfully, 

Winsford, Cheshire, June 2nd. W. N. Leak. 


THE FIRST APPENDICECTOMY 
To the Editor of Tuk LANCET 


Srr,—In reference to the annotation on p. 1286 
of your issue of June 4th, I may be wrong but I have 
an idea that the first appendicectomy en froid in this 
country was done by Charters Symonds. If so, 
perhaps one of my Guy’s colleagues will verify and 
give the date ? I am, Sir, yours faithfully, 

Cardiff, June 3rd. A. W. SHEEN. 


VENOUS THROMBOSIS AS A SIGN OF 
VISCERAL CANCER 


To the Editor of Tuk LANCET 


Sir,— Your issue of Feb. 19th contained an annota- 
tion directing attention to a valuable article (Bgham 
med. Rev. 1937, 12, 259) in which Dr. A. P. Thomson 
insisted upon the significance of spontaneous venous 
thrombosis of the limbs in the diagnosis of visceral 
cancer and deplored the fact that this phenomenon, 
to use your words, “has been well-nigh forgotten of 
recent years, and .. . is generally ignored in modern 
practice.” 

In his letter of March 5th Thomson quoted Trousseau 
to the effect that the sign “‘ might occur with cancer 
affecting any internal organ whatever.” Your 
annotation referred the primary growth in one of his 
patients to the head instead of to the tail of the 
pancreas, and it may be of interest to record a case 
exhibiting Trousseau’s sign, in which head of the 
pancreas was in fact the site of the primary neoplasm. 

The patient came under my care two days after 
Thomson’s letter was published, and more than a 
fortnight before I had an opportunity of reading any 
of the correspondence. He suffered from recurrent 
obliterative phlebitis, the spontaneous venous throm- 
bosis having occurred twice in each lower limb. 
Apart from an enlarged liver and loss of weight there 
was nothing else upon which to base the diagnosis ; 
there was no palpable growth, icterus, anorexia, 
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pain, or vomiting, nor any clinically recognisable 
distension of the gall-bladder; yet the diagnosis of 
primary impalpable malignant neoplasm with 
secondary hepatomegaly, though not allowed to pass 
unchallenged, was formulated with very considerable 
confidence, and was shown at necropsy to be correct. 
The condition revealed was primary carcinoma of the 
head of the pancreas, abdominal carcinomatosis, and 
obstruction of the inferior vena cava. 


I appreciated the value of this little-known sign 
before I was aware that it had been described and 
correctly interpreted by Trousseau, or that he himself 
had shown it in his last illness. 

Despite Dr. Parkes Weber’s statement (March 5th) 
that ‘“‘it seems that nowadays in the numerous 
eases of visceral cancer in hospital wards, observa- 
tions confirming the truth of Trousseau’s pronounce- 
ment are seldom of any practical diagnostic value,”’ 
I should like to insist on the significance of spon- 
taneous recurrent venous thrombosis in the diagnosis 
of malignant disease. Prof. Ryle is indeed correct 
in his contention that the association of spontaneous 
venous thrombosis and cancerous disease of the 
viscera is rare (otherwise it is legitimate to infer that 
the significance of the association when it did occur 
would be better appreciated); nevertheless, when 
present, Trousseau’s sign goes very far to justify a 
diagnosis of cancer. This makes it all the more 
necessary to have a clear conception of what the sign 
consists in. A single spontaneous venous thrombosis 
of a limb, even in the presence of symptoms referable 
to visceral disease, though highly suspicious, does not 
in my opinion constitute the phenomenon of Trousseau, 
and is not necessarily indicative of malignant disease 
of a viscus. The sign, as I understand it, consists in 
spontaneous recurrent obliterative phlebitis of a limb 
or limbs, with or without symptoms referable to 
visceral disease. When this sign is unequivocally 
present the diagnosis of carcinomatous visceral disease 
is usually (according to Trousseau, always) correct. 
When it is observed the clinician should hold very 
tenaciously to the diagnosis of malignancy and 
should not permit himself to be diverted from the 
diagnosis until he is confronted with conclusive 
contradictory evidence. 

I am, Sir, yours faithfully, 

Liverpool, May 30th. R, CoTrer. 


THE KETTLE MEMORIAL FUND 
To the Editor of Tuk LANCET 


Sir,—In the issue of your journal dated May 28th, 
1937, an appeal was made to the friends and admirers 
of the late Prof. E. H. Kettle, F.R.S., for subscrip- 
tions towards a memorial fund. There has been a 
generous response to this appeal and a total sum of 
£730 188. 6d. has been received. This sum has been 
invested in 3 per cent. Redemption Stock 1986-96 
and a trust fund has been established with the 
following trustees: Prof. J. H. Dible, Dr. W. E. Gye, 
F.R.S., Prof. G. Hadfield, Prof. W. D. Newcomb, 
and Colonel A. H. Proctor. 

It was decided by the committee that the best 
method of commemorating Prof. Kettle would be by 
an annual lecture to be delivered in rotation at the 
medical schools with which he had been associated, 
that is, the British Postgraduate Medical School, 
St. Bartholomew’s Hospital medical school, the Welsh 
National School of Medicine, and St. Mary’s Hos- 
pital medical school ; and that the choice of lecturers 
and arrangements for the lecture in any year should 
be made by the school at which the lecture was to 
be delivered. 
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We are informed that the British Postgraduate 
Medical School have invited Prof. W. W. C. Topley, 
F.R.S., to deliver the inaugutal lecture. He has 
agreed to do so and the lecture will be delivered in 
the autumn.—I am, Sir, yours faithfully, 

A. H. Proctor, 


June Ist. Secretary to the Memorial Committee. 


GASTROSCOPY 
To the Editor of THe LANCET 


Srr,—Your leading article of Nov. 20th led to a 
lively correspondence, and even at this late date 
I would like if I may to comment on some of the 
opinions expressed by Dr. Denys Jennings. I was 
amazed at his statement (p. 1278) that ‘* Schindler 

finds that carcinoma of the stomach can be 
controlled by the office use of the gastroscope,” for 
I cannot believe I ever wrote such nonsense. After 
I had recovered a little bit I read carefully the 
chapters on Early Diagnosis, and on Systematic 
Campaign against Gastric Cancer, in my book 
(pp. 237 and 258) to discover which sentence Dr. 
Jennings had in mind. But I found nothing. 

Let me say that I agree with him in many points. 
Against the opinion of such excellent men as Hurst, 
Faber, and Konjetzny, I most definitely believe that 
chronic gastritis has nothing to do with the etiology 
of chronic gastro-duodenal ulcer, and even nothing to 
do with the origin of pernicious anemia. I believe 
I have evidence in support of this opinion. On the 
other hand, I fully agree with the same authors that 
gastric carcinoma often develops on the soil of chronic 
gastritis. Not long ago I observed the case of a 
surgeon who had suffered for ten years from epigastric 
distress: no hydrochloric acid was found; in the 
last three years a filling defect of the greater curvature 
developed and grew larger; gastroscopy revealed a 
well-defined, not ulcerated, polypoid tumour in a 
completely atrophic mucosa; operation and micro- 
scopic examination confirmed the gastroscopic diag- 
nosis. Could a careful observer like Gutzeit have 
overlooked these frequent cases ? I do not believe so. 
I admit of course that there are cases of carcinoma 
that are found to be inoperable five days after the 
onset of the very first symptoms, and I have repeatedly 
mentioned them in my book. 

I agree with Dr. Jennings—and disagree with Dr. 
Hancock (p. 1403)—about the great value of clinical 
observation, even against the so-called evidence of 
the histologic examination. This refers not only to 
the connexion of ulcer and carcinoma but even to the 
histologic conception of chronic gastritis (see “‘ Rela- 
tionship of Histologic and Gastroscopic Findings in 
Diagnosis of Chronic Gastritis,” Amer. J. digest. Dis. 
1936, 3, 153), in which I evidently disagree with 
Konjetzny. 

Dr. Jennings fears that the work of my adherents 
will start a “ gastroscopical gastritis racket.”” Here 
in America one calls “‘ racket ’ a union to get personal 
advantages for its members by dishonest means, and 
it seems to have the same meaning in England since 
he writes of ‘fame and fortune.” Probably he does 
not mean to attack me. But are we to suppose that 
men like Hurst, Konjetzny, and Katsch (whose 
important referat of Paris he evidently has not read), 
or such a noble statesman as Faber, should participate 
in a “racket”? ? Even a scientific adversary has to 
read only a few lines by Konjetzny to become con- 
vinced of his scientific integrity. The same is true of 
Gutzeit as well as of the other men mentioned. 

I believe, however, that Gutzeit has made a serious, 
dangerous mistake. In my book of 1923 I describe 


the splendid results obtained with my old rigid 
gastroscope. Has Dr. Jennings ever wondered why 
I should have given it up, and should have tried 
over long, very long, years to develop an entirely 
different instrument ? After 1922 I had no mishap 
myself. But I knew that such mishaps had occurred 
and could occur again at any moment, and that they 
did occur in the hands of inexperienced workers. 
I understood that the risk of them condemned this 
wonderful method of examination to remain a labora- 
tory method; I accepted Boas’s opinion. Dr. 
Jennings knows the final success. I realised that the 
optical qualities of the new instrument were not so 
good as those of the rigid one (see the chapter on 
General Optical Problems in my book). But what 
was to be done? Certainly we could not return to 
the dangerous rigid instruments, but must develop a 
better optical system in the flexible gastroscope. 
This I have achieved with the construction of the 
new 50° gastroscope. 

With full intention I omitted a discussion of the 
rigid instruments in my book; I did not want to 
hurt Korbsch, who has such great merits. But 
now, when a man so experienced as Gutzeit advocates 
the rigid instrument because he himself has had no 
accident and because he is not able to see the broader 
aspect of the situation, I cannot be silent any longer. 
Here in the United States and in Canada, where very 
few Korbsch instruments are used, two deaths 
following the use of a Korbsch gastroscope have 
already occurred—one of them, together with another 
mishap, being reported by H. T. Thorlakson (Canad. 
med, Ass. J. 1937, 36, 345). 

I am, Sir, yours faithfully, 
RvupDOLF SCHINDLER. 


Associate Professor of Medicine, the 
University of Chicago. 


MEDICAL EDUCATION IN INDIA 
To the Editor of THe LANCET 


Srr,—In his address at the annual meeting of the 
Manchester Medical Society on May 4th Sir Richard 
Needham made very appropriate suggestions about 
medical education in India (Lancet, May 2st, 
p. 1196). It remains to be seen whether the Indian 
Medical Council will pay heed and take complete 
control, not just by making an imperfect register but 
by taking adequate possession of all institutions. 
That means including the licentiates in the register 
along with the graduates as one unit without any 
distinction. The next step would be for the Council 
to set up one uniform standard? of medical education, 
whether for licentiates or graduates, throughout all 
the presidencies and provinces. The licentiates are 
at present looked down upon for not possessing the 
university cachet ; but they are adequately trained and 
qualified in Western medicine to practise medicine, 
surgery, and midwifery, with the same _ responsi- 
bilities as those of the graduates. Improved facilities 
have made the licentiates of the last decade far better 
equipped than the old L.M. & 8S. class; the 
examinations are not far from the graduate standard 
and the examiners are often the same for both. The 
licentiates have proved their metal in civil, military, 
and government hospitals, dispensaries, schools, and 
colleges ; the health of India cannot progress without 
their help. It is they who come in direct contact 
with the multimillions of the poor. 

I am, Sir, yours faithfully, 


F. TARAPORVALA, 
Ex-President, All India Medical 
Licentiate Association. 


London, S.W., June 2nd. 
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PARLIAMENTARY INTELLIGENCE _ 


AIR-RAID PRECAUTIONS 


On June Ist when the House of Commons went 
into Committee of Supply on a vote for air-raid 
precautionary services, Sir 8. HOARE, Home Secretary, 
said that they were getting near the half-way mark 
of the million volunteers for which he had appealed 
two months ago. By far the greater proportion had 
had training or were in the process of training. So 
far as first-aid and anti-gas measures were concerned, 
90,000 men and women had been trained by the 
St. John Ambulance, 36,000 by the Red Cross, and 
in addition 11,000 doctors, 1300 dentists, and 22,000 
nurses had passed through air-raid precaution courses. 
They intended now to make a much more intensive 
campaign for stimulating recruiting. In particular 
they hoped to see started in the course of the next 
few weeks a representative organisation to provide 
a clearing house for women’s voluntary work of this 
kind. In connexion with the danger of the high 
explosive bomb, the Home Office had made a most 
careful analysis of the terrible experiences of Barcelona 
and had tried to take into full account the lessons 
of those experiences. It had always been the Govern- 
ments view that dispersal was a safer policy than that 
of concentration of large numbers of the population 
into certain spots. If there were to be shelters they 
should be carefully sited, and it was essential that the 
local authorities should make surveys of shelter 
accommodation in their areas. In recent weeks a 
survey had been made in the Boroughs of Holborn, 
Stepney, and Wandsworth. This had shown that 
in Holborn there was ample accommodation in base- 
ments and cellars for the people who might be in the 
streets or whose houses were not adaptable. In 
Stepney there were 6900 basements that might 
be adapted, and in addition there were underground 
places of storage which with certain improvements 
might be used for shelters on a bigger scale. In 
Wandsworth there was less shelter accommodation 
available, but much more open spaces for trenches 
and dug-outs. There were in London 8261 acres of 
open spaces, and it was calculated that in a consider- 
ably less area adequate trench and dug-out accom- 
modation could be found over and above the base- 
ments and cellars for between 1,250,000 and 1,500,000 
persons if it was properly sited. One of the duties 
of the local authorites would be to have plans ready 
for emergency with the open spaces surveyed in 
detail, the material ready to hand for digging trenches 
and dug-outs, and gangs of labour allocated on the 
spot so as to carry out this work with the least possible 
delay. Outside the L.C.C, area there were 58,000 
acres of open spaces that might be used in the event 
of emergency. The Ministry of Health had recently 
undertaken a survey of the hospital accommodation 
of the country with a view to air-raid precautions. 
Although not yet entirely complete, this tended to 
show that the old distinction between casualty 
hospitals and base hospitals could not be fully main- 
tained in air warfare, and that for air-raid precautions 
the Ministry of Health, with all their expert knowledge 
and personnel, should be the responsible department. 
It had been suggested that casualties instead of being 
dealt with in the London area ought to be taken as 
quickly as possible outside the area of the London 
attacks. It might well be that the attack would be 
so formidable that it would be difficult for the staff 
and the doctors of the casualty hospitals to carry 
on their work. It had been suggested that casualty 
hospitals ought to be formed in the periphery of 
London on the lines of the tented hospitals in Etaples 
during the late war. The Government had already 
made some tentative inquiries as to whether the 
Universities of Oxford and Cambridge in conditions 
of that kind might not place the colleges at the 
Government’s disposal. He had asked a number of 
hospital experts to look at this proposal and several 
others of the same kind, and to give him their views 
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as to which they thought most practicable. These 
experts were Sir Charles Wilson, dean of St. Mary’s ; 
Mr. Girling Ball, of St. Bartholomew’s; General 
MacArthur, the Director-General of Medical Services 
in the War Office; Sir Frederick Menzies, of the 
London County Council, and the principal medical 
experts at the Home Office and the Ministry of Health. 
As to the more general precautions against air raids 
the Government would shortly issue directions which 
should be extremely useful to the hospitals throughout 
the country. In regard to the question of evacuation 
there were two schools of thought. One said they 
should take the parents as well as the children out 
of the danger zone ; the other said it would be better 
to get the children out very quickly and that the 
fathers and mothers would be prepared to let the 
children go. He =~ S. Hoare) would not give an 
answer as to which school was right; he wished to 
hear the views of the House on that point. Dealing 
with the need of ensuring the working of the Govern- 
ment machine in an air war, Sir Samuel said that they 
had advanced very far with their arrangements for 
an invulnerable battle headquarters, and had also 
made plans which could instantly be put into opera- 
tion for coérdinating the various branches of civil 
defence in the War Cabinet and avoiding delay and 
confusion in the execution of urgent measures. He 
appealed to every hon. Member to give his aid in this 
national effort to create an effective system of defence 
founded upon the two-fold base of self help and 
voluntary endeavour. 

Mr. NoEt BAKER, in moving the reduction of the 
vote by £100, said the measures of which Sir S, Hoare 
had spoke were not enough. They ought to have a 
policy of constructing deep direct-hit-proof shelters 
for a large part of the population. He had heard 


that all over the country there was a shortage of 


competent teachers, of equipment, and of almost all 
else that was needed to make the training of the vast 
army of a million air-raid precaution volunteers 
a real thing. There was a great over emphasis on 
gas, and there had been virtually no start in house 
to house instruction. 

Sir JoHN ANDERSON, chairman of the committee 


set up to advise the Home Office on the problem of 


evacuation, said that while this problem was so 
complex that the mere contemplation of it might 
at first produce a feeling of bewilderment, he did not 
take a pessimistic view. He had seen the vast 
organisation of National Health Insurance set up, 
and there were many lessons to be learned for the 
present purpose from the accomplishment of that 
great undertaking. 

Dr. HADEN GUEST, another member of the com- 
mittee on evacuation, said that air-raid wardens, 
first-aid parties, stretcher bearers, ambulance service 
drivers, and so forth, not only needed individual 
training but also practice in working together. 
The question of dealing with the possibility of attack 
by mustard gas depended upon the efficiency of the 
first-aid post organisation, and he wished for more 
information as to the preparations that were being 
made in that respect. To neglect the question of gas, 
and especially of mustard gas, would be exceedingly 
foolish and dangerous on account of the large number 
of casualties it might easily cause unless there was 
an adequate system of protection. The committee 
which the Home Secretary had announced for dealing 
with the hospital system was a very strong and useful 
one, and it was a pity it was not appointed a long time 
ago. There was not only the question of providing 
hospital accommodation but also of how the accom- 
modation was to be controlled. How was control 
to be shared between the London County Council 
and the voluntary hospitals ? In what way was the 
organisation in the rest of the country outside London 
to be controlled, and what was to be the authority ? 
There was something to be said for making the control 
of the whole hospital services of the country a national 
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matter. There was also the important question of 
how the hospital service required for air-raid pre- 
cautions was to be coérdinated with that which would 
still be required for civilians or for the Army, the 
Navy and the Air Force. What extra hospital 
provisions would be required under the conditions 
of a modern war? On anything like the scale of 
casualties which had occurred in Barcelona, they 
might get from one bomb dropped on a big centre of 
population as many casualties as in a first-class action 
in the Great War. The Government ought also to 
take some step to bring home to factory owners their 
responsibility for providing protection for their 
workers. 

Mr. G. Luoyp, Under-Secretary, Home Office, 
replying to the discussion, said that the responsibility 
for the casualty hospitals was by the regulations that 
of the local authorities, and the base hospitals were 
the responsibility of the central government. The 
device for the protection of babies was now going 
into mags production. Arrangements had been made 
for a very great increase in the number of instructors. 
They were recasting and hoped considerably to 
improve the first-aid training, and they were aiming 
at a national standard for the members of the first- 
aid parties and those responsible for first-aid posts. 
They wanted to see model first-aid posts set up in 
each area, because they attached very great importance 
not only to theoretical training but to practice in 
the operation of the posts. Much detailed work had 
been done in the Home Office on evacuation. They 
had gone into the question with the railway companies 
and time tables had been worked out on the basis 
that 3,500,000 people could be moved 50 miles or 
more out of London by rail in 72 hours. 

The use of road transport and the food problem 
in connexion with the evacuation had also been 
considered. Good protection could be had against 
blast and splinters by strongly constructed buildings 
if necessary reinforced with sandbags and the like. 
The local authorities would be required to provide 
such shelter as was necessary for those who lived in 
homes which were not strong enough to afford adequate 
protection. Local authorities had been asked to 
press on with the survey of this problem and special 
tests had been carried out in London. Plans were 
under consideration for the modified use of the tubes 
as transport and their limited use as shelters. 





NOTES ON CURRENT TOPICS 
Treatment of Blindness in Scotland 


In the House of Lords on June 2nd Lord ALLNEss 
moved the second reading of the Prevention and 
Treatment of Blindness (Scotland) Bill, which has 
already passed through the House of Commons. 
This measure would enable local authorities in 
Scotland to take appropriate measures for the preven- 
tion and treatment of blindness and eye diseases 
generally. It would assimilate the law of Scotland 
to what had been the law of England since 1936. 
There were in Scotland to-day 8737 blind people, 
many of whom, had this Bill been in force, would not 
have been suffering from that dread affliction. There 
had recently been established in Edinburgh, through 
the munificence of one of her public-spirited citizens, 
the Ross Foundation for the study of the prevention 
of blindness. This Bill would tender the practical 
application of the research contemplated by the 
Foundation not only obtainable but almost inevitable. 
The Ross Foundation he was informed was unique 
in these islands, and it was a fortunate chance that 
this institution would substantially synchronise 
with the passage of this measure. 


Registration of Funeral Directors 


On June 2nd in the House of Lords Lord HORDER 
moved the second reading of the Funeral Directors 
(Registration) Bill. He said that the purpose of the 
Bill in brief was to set up a statutory Board to control 
the training and admission to a register of those 
persons who carried on the business of an undertaker 








PARLIAMENTARY INTELLIGENCE [JUNE 11, 1938 1363 


or funeral director. It was believed that it was in 
the public interest that the necessary services rendered 
to the public by these persons should be protected 
and their status raised by such a Board. Between 
the moment of death, up to which the doctor was 
responsible, and the point at which disposal ultimately 
took place by burial or cremation, where the Church 
took responsibility, there was a variable period during 
which no one was responsible. It was in order to 
remove this anomaly that this Bill had been framed. 
He was claiming their Lordships’ support for this 
Bill in his capacity as President of the Council for 
the Disposition of the Dead, a body formed in 1931 
and incorporated three years later. The chief 
objects of this organisation were the revision and the 
codification of the law governing the disposal of the 
dead and the improvement of the status of those 
engaged in that profession. A large number of 
associations and societies were affiliated to that body : 
The National Association of Funeral Directors, the 
Federation of Cremation Authorities in Great Britain, 
the British Institute of Embalmers, the Royal 
Colleges of Physicians and Surgeons, the Corpora- 
tions of the City of London and of Liverpool, the 
Coroners’ Society, and the Royal Institute of Public 
Health. The Chief Rabbi was also represented on it. 
The Board would have the power of imposing penalties, 
but these were only to be inflicted after full inquiry 
and there was the usual right of defence and appeal. 
It was suggested that the Minister of Health should 
appoint the first chairman of the Board and should 
also appoint three of the members of a panel of 
seven, the remaining three members being appointed 
by the main bodies of funeral directors now existing. 
The Board would initiate and control the teaching 
of all those subjects of importance in the efficient 
carrying out of the work of funeral direction. It 
would satisfy itself by examination or otherwise 
of the ability and competence of those whose names 
were entered on the register.—Lord STRABOLGI 
said that the Labour Party opposed the Bill because 
it would create, or tend to create, a monopoly of 
those who performed the last rites for the dead and 
keep the costs of funerals up, whereas they ought 
to be lower. The whole question of the burial of 
the dead in this country deserved the attention of 
the Government and a very strongly manned official 
inquiry was needed. There has been no such inquiry 
into the whole subject since 1848. Death benefit 
should be automatic for all persons insured under the 
National Health Insurance Acts and the Ministry of 
Health should set up a small department under a 
functionary called the Funeral Commissioner, or 
some such term, who would watch over and advise 
the profession concerned with the disposal of the 
dead.—The Earl of MUNSTER said the Home Secretary 
attached considerable importance to the public health 
aspect of this matter, but he was advised that there 
was no cogent medical reasen for the proposals out- 
lined in the Bill. Various sections of the Public 
Health Act, 1936, gave immense powers to local 
authorities dealing with the disposal of the dead. 
He was not aware that there were any grounds of 
public health which made it desirable to support 
this Bill and it was necessary before they did so that 
strong reasons of general public interest should be 
given to justify the stringent regulations proposed 
under the measure. Common experience had shown 
that the duties of disposal of the dead were efficiently 
and decently carried out. The Government knew 
no reason which would warrant the conversion of 
this trade into a close corporation and therefore they 
were opposed to the second reading of the Bill.— 
Viscount SAMUEL suggeSted that the Government 
might consider the appointment of a committee of 
inquiry into the subject.—Lord ARNOLD said that 
Lord Munster had stated that this Bill was not 
required on health grounds, but he did not take that 
as the last word. Lord Horder had great experience 
of these things and he would not bring forward a Bill 
unless he had grounds for the opinion that it was 
desirable from the point of view of public health. 
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At any rate the Bill should be given a second reading 
and go to committee. If then the various points 
were not satisfactorily determined, or more informa- 
tion was needed, the measure could be rejected on 
third reading.—Lord HORDER said that he had never 
supposed that this Bill could cover all the points 
connected with the important matter of burial, but 
much legislation was postponed indefinitely on the 
same plausible pretext. If he could believe that 
Lord Strabolgi had either the power or the opportunity 
to press the inquiry which he suggested within a 
measurable time he would support him. It was 
difficult to see how this Bill could have the effect of 
creating a monopoly or of raising prices. Perhaps 
he had made a mistake in not being more explicit 
about some of the abuses which he knew to exist 
at present during the interval between the moment 
of death and the proper sanitary disposal of a dead 
body. He could a tale unfold in that matter. He 
thought that Lord Munster who spoke for the Govern- 
ment minimised the significance of this interval 
in terms of public health. The Ministry of Health 
was rather far removed from, and was not immediately 
concerned with, those very anomalies which came to 
the notice of medical men in this respect. He (Lord 
Horder) could not say from his own experience that 
half-time funeral direction was a thing to encourage, 
but there was no restriction in the Bill against it. 
He would however not press the measure to a division. 
—tThe Bill was rejected without a division. 


Health Services in Jamaica 


In the House of Lords on June 2nd Lord OLIvIER 
called attention to the conditions in Jamaica. He 
said that there had been of recent years much 
controversy and several schemes of reform in 
connexion with the provision of public medical aid. 
It was an indication of failure that well-meaning 
estate proprietors should now be proposing to provide 
hospitals and estate medical officers for their own 
employees. That was the system under slavery, 
and since slavery it had never been found, and could 
not now be found, workable. There was a long- 
established Government medical service and there 
were one or more public hospitals in each parish, 
It was desirable to complete this organisation by 
a system of health insurance and panel relief. Strong 
efforts were already being made locally to induce the 
Government to adopt this policy. That, and not a 
reversion to the old system of private estate medical 
officers, was the line that ought to be followed. <A 
great deal of money had lately been spent and more 
was intended to be spent out of loan funds upon the 
public hospitals. The old estate hospital had the 
worst possible reputation, being commonly known 
as ‘‘ the hot house.”’” Any hospital not under control 
of the superintending medical officer and criticism 
by the Legislative Council through the elected 
member for the parish was liable to degenerate 
both in efficiency and equipment. He hoped that the 
Secretary of State would insist on the Colonial 
Government introducing a proper scheme for the 
total reorganisation of this branch of provision for 
public health. Any provision by the estates should 
be merely subsidiary for purposes of first-aid and 
temporary accommodation. Proper equipment could 
not be expected in such estate hospitals.—Lord 
HARLECH said it had been suggested that large 
sums ought to be spent on public health, but any 
nine of the fourteen elected members in Jamaica— 
it did not matter what the officials or the Governor 
said—could veto and stop any expenditure whatever. 
The Colonial Office had no power to impose expendi- 
ture or taxation upon Jamaica under its present 
constitution. Such reforms had to be carried out 
with the assent of the elected members. That ought 
to be made clear in discussing these matters.—The 
Marquess of DUFFERIN AND AvA, replying for the 
Government, said it was quite clear that it was not 
housing conditions, the lack of trade unions, or any 
of the other comparatively subsidiary ills to which 
attention had been called in that debate which had 
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caused the discontent in Jamaica. That discontent 
had been caused by low wages and the root problem 
must be the raising of these. That could only be 
done by raising the price of the product which the 
labourers produced, It was clear that if prices 
continued to be so unsatisfactory that the Colonial 
sugar producer was quite unable to make a livelihood 
or pay a proper wage. Something must really be 
done. But until it was shown that the Sugar Council 
was unable to raise the price of sugar it was in the 
opinion of His Majesty’s Government premature to 
take decisive action in any other way. He could 
assure the House that this would not be the last 
that it would hear of the West Indian problem during 
the next few months. 


In the House of Commons on June Ist the 
Infanticide Bill, which has already passed through 
the House of Lords, was read a second time.—The 
Royal Assent was given to the Sheffield Infirmary 
and Hospital Act on June 2nd. 


The House of Lords adjourned for the Whitsuntide 
recess on June 2nd and the House of Commons on 
June 3rd. Both Houses will reassemble on June 14th. 


QUESTION TIME 
WEDNESDAY, JUNE Ist 
Diphtheria Inoculation in Liverpool 


Mr. Krirpy asked the Minister of Health how many 
children in the city of Liverpool had been inoculated 
against diphtheria; what was the extent of the recent 
outbreak of that disease among children in the city ; 
and whether he was satisfied that inoculation entirely 
prevented or minimised infection.—Mr. Exuior replied : 
I am informed by the local authority that the number 
of persons inoculated against diphtheria in Liverpool 
to the end of 1937 was 46,175, the majority of whom were 
children at the time of inoculation, and that 821 cases of 
diphtheria in children under 15 years of age were notified 
during the first quarter of 1938. I am advised that the 
value of artificial immunisation against diphtheria has 
received world-wide recognition and in communities in 
which the practice has been systematically followed until 
the majority of otherwise susceptible children have been 
immunised the incidence of the disease has fallen 
substantially. 


Research into Industrial Diseases 


Mr. Ex.is Smirx asked the Chancellor of the Duchy 
of Lancaster, as representing the Lord President of the 
Council, if he could make a statement on what further 
steps had been taken to deal with the industrial diseases 
reported on pages 144 and 145 of the report of the Medical 
Research Council for the year 1935-36 (Cmd. 5378) ; 
and what steps in particular had been taken to deal with 
silicosis and pneumoconiosis.—Earl WINTERTON replied : 
An account of the further progress of the investigations 
into industrial pulmonary diseases is given on page 163 
in the report of that body for 1936-37 (Cmd. 5671), which 
was presented to Parliament in February. This also 
includes references to several technical papers in which 
results obtained in the various investigations have been 
published, As I have stated in reply to previous questions, 
one of the main items in the programme is an investigation 
into chronic pulmonary disease among coal-miners. 


The Mark IV Respirator 


Mr. James GrirriruHs asked the Chancellor of the 
Duchy of Lancaster, as representing the Lord President of 
the Council, if he could give particulars of the respirator 
known as the Mark IV respirator which was recommended 
for use by coal-miners; what tests had been carried out 
with this respirator under practical working conditions 
and at what collieries these tests were carried out; and 
whether the responsible authorities were satisfied that 
coal-miners doing laborious work could use these respirators 
without any ill effects upon their constitutions.—Ear] 
WINTERTON replied: It is not possible to describe the 
Mark IV respirator, so as to distinguish it from other 
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respirators, within the limits of a reply to a Parliamentary 
question. The respirator was evolved after exhaustive 
investigations and trials carried out under practical work- 
ing conditions at factories and sandstone quarries as well 
as at six coal-mines in Somerset, South Wales, and Kent, 
by the Chemical Defence Research Department under 
arrangements made by the Department of Scientific and 
Industrial Research. The trials indicated that the 
respirator would be suitable for use by operatives in any 
of the industries covered by the trials. The respirator 
is of light weight and has an exceptionally low breathing 
resistance, and I am advised that it is therefore likely 
to be more suitable for use by coal-miners or other workers 
engaged in laborious occupations than any previous 
design. 
Epidemics of Milk-borne Disease 

Mr. Lippatt asked the Minister of Health what 
epidemics of infectious disease had been attributed to 
spread by milk during the five years 1933-37 in England 
and Wales ; how many cases were involved and how many 
deaths resulted ; and what steps he had taken to prevent 
a recurrence of such milk-borne outbreaks.—Mr. BERNays 
replied : With regard to the last part of the question it 
would not I fear be possible to give a full reply within the 
limits of a Parliamentary question and answer, but I 
would call my hon. friend’s attention to various measures 
such as the Agriculture Act, 1937, and the vigorous super- 
vision of milk-supplies by medical officers of health. The 
following is a tabular statement in answer to the first and 
second parts of the question :— 


Notifica- 





Place. Year.@ Disease. tions. Deaths. 
Hyde .. 1933 Scarlet 43 + 
fever. 
W. Hartlepool 1933 Para- 24 1 
typhoid B 
Epping U.D. 1933 je 22 None. 
and R.D 
Chelmsford B. 1935 Scarlet 487 6 
and R.D. fever. 
Eton R.D 1935 Pa 100 2 
Kettering U.D. 1936 Enteric.* 9 cases in 1 death among 
and surround- U.D. and 23 the 9 U.D. 


ing district. in district. cases.t 


Bournemouth, 1936 Enteric. 718 51 among the 
Poole, and residents.§ 
Christchurch 

Dopcaster oe | 1936 Scarlet 135 cases of 2 deaths “‘ de- 

feverand scarletfever, finitely asseo- 
tonsillitis. 229 * sore- ciated with 
throat.’’ the outbreak.”’ 

Wilton (Wilts) 1936 Gastro- About 100.t None. 

enteritis. 
* Cream cakes thought to be vehicle. 
+ Disease not notifiable. 
t Deaths in district not stated. 
§ No information as to visitors. 
Anti-Gas Respirators 
Mr. Witson asked the Home Secretary the main 


differences between a civilian respirator, a civilian duty 
respirator, and a service respirator ; and if he would give 
a list showing which gases each kind would or would not 
keep out.—Mr. Gerorrrey Luoyp, Under-Secretary, 
Home Office, replied: The differences between the three 
types of respirator arise from the fact that they have been 
designed to meet varying requirements. The civilian 
respirator protects the wearer against breathing any of the 
known war gases, and is intended to be used on occasions 
when gas is present and a gas-protected room or refuge is 
not available or has to be evacuated. The civilian duty 
respirator has been designed for members of civil air- 
raid precautions services and others who might be called 
upon to carry out their normal duties in the presence of 
gas but are not likely to be continuously exposed to the 
highest concentrations. The service respirator is the pattern 
of respirator issued to the fighting services ; the protection it 
affords is of the same kind as in the case of the civilian and 
civilian duty respirators, but the duration of its efficiency 
is longer and it has been designed to allow the wearer the 
greatest possible freedom of movement and the maximum 
use of his faculties. All these respirators will give 
protection against all types of gas which are likely to be 
used as war gases, 
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Mr. WILSON asked the Home Secretary how it was that 
the civilian respirator, which had been designed to give 
fully satisfactory protection against all types of gas which 
were likely to be used as war gases, did not protect against 
coal gas, exhaust gases from motor-cars, gases from sewers 
or drains, petrol vapour in confined spaces, ammonia, or 
similar toxic and noxious gases and vapours,—Mr. 
GEOFFREY LLOyD replied: The civilian respirator has 
not been designed to give protection against gases other 
than those likely to be used in war. Industrial respirators 
of special design and construction are needed against 
the other gases referred to and in many cases such 
respirators are limited to use against the particular gas 
for which they have been designed. 

Mr. Witson asked the Home Secretary whether each 
person having a gas mask was to be provided with an anti- 
dim outfit free of charge or, if not, by what means was the 
anti-dimming to be secured.—Mr. Grorrrey Lioyp 
replied: The recommended method of preventing the 
misting over of the eye-piece of the civilian respirator 
is by the use of ordinary toilet soap rubbed over the inside 
of the eye-piece with a wet finger. 


Children Burned by Sulphuric Acid 


Mr. Messer asked the Home Secretary if he had any 
statement to make regarding the accident in Southwark 
in which many children were burned by sulphuric acid 
from a carboy which fell from a lorry ; and was he satisfied 
that the present regulations for the loading of goods 
vehicles were adequate for the safety of the public.— 
Mr. GEOFFREY LLoyD replied: This accident occurred 
on May 27th. I understand that sulphuric acid was 
spilt on the roadway from a lorry in which it was being 
conveyed and that twelve children who stepped or fell 
in it suffered burns for which they received hospital 
treatment. Only two of them were detained in hospital, 
and I am glad to say that their injuries are reported not 
to be serious. I understand that the question whether 
there was failure to comply with the existing regulations 
as to the use of motor vehicles is under consideration. 


THURSDAY, JUNE 2ND 
Validity and Value of Blood Tests 

Sir ERNEsT GRAHAM-LITTLE asked the Home Secretary 
whether he would consider the desirability of officially 
informing magistrates by circular throughout the country 
of the validity and value of blood tests.—Sir SAMUEL 
Hoare replied: I think that the courts are aware of the 
possibilities and value of these tests to which full publicity 
has already been given, and I do not think that any further 
action on my part is called for. 


L.C.C. Grant to St. Paul’s Hospital 


Mr. GALLACHER asked the Minister of Health if he would 
state the circumstances in which the St. Paul’s Hospital 
lost its grant of £8000 from the London County Council 
leading to its having to close gown several wards; and 
why no public inquiry was held into the events which led 
to this action being taken.—Mr. Exuior replied: The 
grant referred to was payable by the London County 
Council to the St. Paul’s Hospital in pursuance of arrange- 
ments made annually between the county council and the 
hospital for the diagnosis and treatment of venereal 
diseases. I am informed that in reviewing their venereal 
diseases scheme for the year 1937-38 the county council 
decided that it was no longer necessary to continue the 
arrangements with St. Paul’s Hospital. The discon- 
tinuance or renewal of such arrangements is a matter 
within the discretion of the county council. 


Slum Clearance 


Mr. CRAVEN-ELLIs asked the Minister of Health how 
many of the 176,466 houses involved in slum-clearance 
orders had been acquired and demolished by local 
authorities ; what had been the cost of acquiring these 
properties ; how many owners were concerned and what 
was the total sum paid to them; and what was the net 
building area of the land acquired.—Mr. Exxior replied : 
Of the houses referred to 57,528 were to be demolished, 
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after acquisition, by the local authorities and the remainder 
by the owners. By the end of 1937 about 104,000 of them 
had been demolished. The other particulars asked for 
by my hon. friend are not available. 


Sex-distribution of Disablement Benefit 


Mr. Ripiey asked the Minister of Health if he could 
state the number of men and women, respectively, between 
the ages of 55 and 65 insured under national health 
insurance at January, 1938, and the number drawing dis- 
ablement benefit between these ages.—Mr. Ex.iot replied : 
I regret that the complete statistics for which the hon. 
Member asks are not available, It is, however, estimated 
that the numbers of insured men and women in Great 
Britain between the ages of 55 and 65 at the date mentioned 


~ OBITUARY 


V. H. W. WINGRAVE, M.D. Durh. 


Dr. Wingrave, who died at Lyme Regis on June Ist 
in his eighty-first year, was well known both for his 
services to oto-laryngology and his lifelong interest in 
archeology. He was for many years dean of the 
Central London Throat and Ear Hospital and it 
was there that he contracted from a patient an 
infection which cost him his hearing and the sight 
of one eye. His retirement from hospital life however 
meant little if any relaxation in the pursuit of his 
many interests, 

Vitruvius Harold Wyatt Wingrave was born at 
Coventry in 1858, was educated at the grammar 
school there, and went on to Middlesex Hospital 
from which he qualified in 1882 after taking honours 
in pathology and materia medica. Later he sat for 
the M.D. Durham. After a resident appointment at 
the City of London Hospital he joined the staff of 
Cooke’s School and lectured for 25 years on physio- 
logy ; an encounter there with Sir James Dundas- 
Grant led te an introduction to the Central London 
Hospital where he was in turn registrar, anwesthetist, 
pathologist, and physician, and a universally popular 
member of the staff. He wrote on many aspects of 
diseases of the ear and throat, both in the medical 
press and as associate editor of the Annals of Otology ; 
later he collaborated with Sir William Milligan in his 
great work on diseases of the ear. During the late 
war he acted as pathologist at several military 
hospitals; he saw ten years’ service in the Hon. 
Artillery Company. Having all his life taken a 
discriminating interest in natural history and archzo- 
logy, on his retirement to Lyme Regis he became 
honorary curator of the museum of geology to such 
effect that he was later made a freeman of the town. 
From among his collection of fossils he presented to 
the Hunterian Museum a remarkable specimen of 
saurian rheumatoid disease. Among his hobbies were 
the collection of old book-bindings and archery ; 
there was little he did not know about the history 
and construction of the bow. His humour and con- 
versational ability made him a delightful companion. 

Dr. Wingrave was thrice married and leaves two 
sons and a daughter. 


ROBERT TAIT MACKENZIE, M.D., LL.D. 


In days when a man is happy if he can hold his 
own in a single department of knowledge the life of 
Tait Mackenzie is unusual in more ways than one. 
His achievements as anatomist, sculptor, and physical 
educator were related, but his range was nevertheless 
wider than most. A medical graduate of McGill in 
1892, he worked as a hospital resident, as a ship’s 
surgeon, and on the medical staff of the Governor- 
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were about 1,500,000 and 400,000 respectively, and that 
of these about 105,000 men and 50,000 women were then 
in receipt of disablement benefit. 


Maternity Services 

Mr. Jot asked the Minister of Health if he was satisfied 
that the new maternity services in the country were in 
full working order, and could he state any defective areas.— 
Mr, Ex.iot replied: According to the information in 
my possession, the service of salaried midwives under the 
Midwives Act, 1936, may now be said to be in effective 
operation throughout England and Wales, though there 
is a small number of areas in which the local authorities 
have not yet finally completed their arrangements with 
other bodies. 


General of Canada before entering the anatomy 
department of his own university, where he also 
became director of physical training. In 1904 he 
was appointed to the University of Pennsylvania as 
professor of physical education, and he held this 
chair till 1931 when he became research professor. 
During this long period his mind was also at work 
in developing and expressing in sculpture his ideals 
of manly excellence. He exhibited at the Royal 
Academy and the Paris Salon in 1902. At the 
Olympic Games in 1912 he was awarded high distinc- 
tion by the King of Sweden. Itgwas not fortuitous 
that this Canadian-American who had done much by 
his teaching to revive the Hellenic tradition of 
physical culture should leave a legacy of art on both 
sides of the Atlantic. In this country are the beautiful 
Scottish American war memorial in the Princess-street 
gardens in Edinburgh, the statue of General James 
Wolfe in the Greenwich Royal Park, the war memorial 
at Cambridge, and sculptures at Balmoral and in the 
Ashmolean at Oxford. There are many memorials 
and statues of his in Canada and in the United States. 

During the late war Tait Mackenzie served in the 
Royal Army Medical Corps with a major’s com- 
mission, and in 1917 he coéperated with R. F. Fox 
in a book on “ Physical Remedies for Disabled 
Soldiers.”” Other works by him were “ Exercise in 
Education and Medicine” (1915) and ‘“ Reclaiming 
the Maimed ” (1918). In the re-education of injured 
men the Canadians were early in the field. In 
England the principle of simultaneous treatment and 
training was not at first accepted, but later was amply 
justified. The “centres for treatment and training ”’ 
opened by voluntary committees for men unfit for 
military service demonstrated, once for all, two great 
principles in social medicine, that vocational training 
ought to be combined with the treatment of wounded 
and invalided men, and that there was a place in 
industry for permanently subnormal workers. The 
American convalescent camps, profiting by these 
examples, were admirably organised. In the camps 
for their expeditionary force in France precise periods 
of residence were assigned to different illnesses, and 
a prime rule of practice was the orientation of each 
individual and recourse to occupation as an outlet 
for emotional stress. The same principles were 
observed in the arrangements for war invalids in the 
United States. In addition to mental stimulus and 
occupational training, physical remedies—hydro- 
therapy, electrotherapy, massage, exercises—were 
given a prominent place in each of the 45 hospitals 
allocated to the “ division of physical reconstruction.” 

These vivid experiences in the task of restoration 
after the war gave a new impulse in more than one 
country to the study of physical medicine. It was 
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dew. that disabled men required for a ounpie te 
recovery of health and working capacity a _ well- 
ordered period of convalescence between the hospital 
and civil life. But ‘new ideas are often contra- 
band,” and lessons are soon forgotten. Camps, the 
open sky, heat and cold, and physical and mental 
discipline are now being widely invoked as an 
invigorating régime for the nation; they have also 
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been invoked time and again as a necessary restora- 
tive and curative régime for the injured and weaker 
members of the community. Tait Mackenzie’s life- 
work served both these purposes, the education of 
the healthy and the re-education of the injured. To 
these tasks he brought imagination. 

He was born at Almonte, Ontario, in 1867, and died 
at Philadelphia on April 29th. 


MEDICAL NEWS 


University of London 
At recent examinations the 
successful : 


following candidates were 


THIRD EXAMINATION FOR M.B., B.S. 


W. H. J. Baker (6), London; K. P. Ball (a), Middlesex ; 
J.P. Bentley (a), Charing Cross; A. J. Bernfeld (c), Middlesex ; 
I. M. Hall (a, 6, d, and wniversity medal), Univ. Coll.; L. A 
Ives (a) atld Thomas Parkinson (c), St. Bart.’s; and W. M. L 
Turner (c), Univ. Coll. (all with honours). Sheila M. Anderson 
and Evelyn G. Ashton, Roy. Free; C. E. Aston, Univ. Coll. ; 
A. H. Bacon, St. Bart.’s; Janet E. Bottomley, Roy. Free ; 
C. M. Bowker, St. George’s; Katharine M. H. Branson, Roy 
Free ; F. J. Brice, London ; K. P. Brown, St. Bart.’s ; J.C. McC 
Browne, Univ. Coll.; Marjorie G. Bryan, Univ. Coll., Cardiff ; 
J. A. Chamberlin, St. Thomas’s; L. J. Clapham, St. Mary’s ; 
E. M. B. Clements, Univ. Coll.; J. W.C. Cochrane, St. Bart.’s ; 
Alfred Cohen, Univ. Coll.; A. L. Collins, Westminster; Harris 
Cooper, London ;: Frances M. Cox, beng Free; R. V. Coxon, 
Guy’s; W. V. Cruden, St. Bart.’ Eleanor Davies-Jones, 
Roy. Free; E.C. Daxand John de Swiet, St Mary’ s; Nancy K. 
Dick, Roy. Free; J. Dobree, St Bart.’ s: E. G. Dolton, 
St. Thomas’s; Cecile R Doniger, Univ. Coll.; J. J. Dubash. 
St. Bart.’s; Gertrude L. E. Dudderidge, Roy. Free; Avis M 
Dyer and D. F. Eastcott, Univ. Coll.; G. F. Edwards, Charing 
Cross; T. K. Elliott, St. Mary’s; Winifred M. Emmett, “et 
Free; P. G. Epps, Guy’s; G. A. Fairlie-Clarke, St. Bart.’ 

D. W. Fell, St. Mary’s; W. B. Foster, St. Bart.’s; Audrey U 
Fraser, Roy. Free; E. D. B. Freedman, Westminster; A. 3 
Garrett, King’s Coll.; Edith Gilchrist, Roy. Free ; B. F. B. 





Gulliver, yy! Coll.; H. E. Hobbs, London; M. A Imray, 
Guy’s; J . Hi. Ince and Stella M. Instone, Univ. Coll Harry 
Jackson, St. Bart.’s; Spencer Jackson, St. Thomas’s; Ursula 
James, Roy. Free; Erwin Japha, Middlesex; T. H. Jenkins, 
Univ. Coll.; R. C Jenkinson, Westminster; P. H. Jobson, 
King’s Coll.;_ E. C. Jones, St. Bart.’s; G. B. Jones, Univ 
Coll.; J. M "Jones, King’s Coll ; J. H. H. Keall, St. George’s ; 
H. A. Kelsey, London; J. W. L. Kemp, St. Bart.’s; B. W 


Lassman, London; J. D. Laycock, 
St Thomas’s ; J. A. Lewis, St. George’s; B. G. A. Lilwall, 
Guy’s; E. L. Loewenthal, Univ. Coll.; W. H. McDonald, 
London; Norma M. MacLeod, King’s Coll.; Constance A 


Lacey, Middlesex ; i. P. 


Mallett, Univ. Brist.; A. D. Messent, St. Bart.’s; Agnes M. D 
Milne, Roy. Free; D. N. B. Morgan, Middlesex; D. W 
Moynagh, St. Bart.’s; G. M. Miiller, Ceylon Med. Coll. and 
King’s Coll.; F. L. E. Musgrove, Guy’s: W. M. Owen, St 


Roy. Free ; W. M. Philip, Guy’s ; 
Frances J. Pounds, Roy. Free; K. W. Powell, St. Thomas’s ; 
K. J. Powell, Univ. Coll.; R. E. A. Price, London ; Dorothy M. 
Pritchard, Roy. Free; S. H. Raza, Guy’s; E. G. Reynolds, 
St. Bart.’s; Ranyl Rhydwen, Guy’s; Gwen Richards, Roy 
Free ; H. J. Richards, Univ. Coll.; Mary C. Rowe, Roy. Free ; 
8. T. Rutherford, St. Bart.’s ; J. M. Smiles, Univ. Coll.; D.J.N. 
Smith, Charing Cross; Kenelm Smith, London; F. E. Stock, 
King’s Coll. ; —e F. Stookes, Roy. Free: B. D. Stutter, 
Middlesex; N. G. Talbot, King’s Coll.; K. H. Taylor, St, 


Thomas’s; Eileen B. Palmer, 


Thomas’s; I. E ta Thomas, Guy’s; Peter Tomlinson, St. 
Thomas’s; Eileen W. Town, Roy. Free; G Tresidde - 
London: Ivy M. Tuck and D. M. Wallace, Univ. Coll.; H. P 


Watts, St. Thomas’s ; Aileen E. M. 
King’s Coll.; T. G. Williams, 
and A. R. Wood, St. Thomas’s 
(b) distinguished in pathology ; 
and hygiene; (d) dis- 


Watts, Westminster; J.C 
Whetnall and D. I. Williams, 
Middlesex ; A. D. Willis, Guy’s ; 

a) Distinguished in medicine ; 
(c) distinguished in forensic medicine 
tinguished in surgery 

The following students have passed in one of the two 
groups of subjects :— 

Group I.—B. 8. 8 


Acharya, ¥ D. F. Armstrong, E 


A. 
K. M. Bhansali, 


Atkinson, Romana G. Bartelot, ( . Bathfield, 
W. E. W. Bridger, A. A. G Gincke, a. & & L Colenbrander, 
J. H. L. Conway-Hughes, A. H. Cutting, A. P Dale-Bussell. 


A. 8. Dods, A. M. Edwards, J. A. P. Evans, R. W. Evans, C. G 
Fagg, Wilfred Fine, Henry Foster, Ysobel M. Garland, Sangad 
Garnjana- -Goonchorn, G. N. L. Godber, L. J. Grant, L. A. T 
amisen. Ss. R. T. Headley, R. N. Herson, C * Horncastle, 
Horne, 8. T. H Jenkins, C C. Kirby, R. P.I sawson, C 


Le wis, Eluned M Lloyd-Davies, Sidney Locket, V. D Logue, 
M. C. W. Long, Elizabeth C. Marshall, I. J Mathias, P. § 
Meyrick, G. S. Moore, J. N. M. Parry, K. G. Pascall, Nancy 
Perry, Gloria H. Platt, A. B. Pollard, Nancy E. Robbins, 
Margaret D. Snelling, C. J. Stewart, R. L. Thompson, D. C. 
Tomlins, P. E. R. B. Unwin, F. H. Vieyra, Betty Walker. 


M. H. G. White, R Nona E. 
Wright. 

Group IT.—W. E 
E. O. Evans, C. C 
Violet E. N Harris, 
Jayes, Ruth Jones, 
S. W. Maxwell, M. T. Read, H. M. 


A. White, R. J. Whiting, and 


Clarke, Dorothy L. Crossley, D. G. Evans, 
Evill, D. S. Foster, Max Halberstaedter, 
Mary ©. Hopper, Doreen Jamieson, P. H. 
Guanbee Kruatrachue, R H. Me Mahon, 
Rice, K.'S Richard, R. B. K 





Rickford, D. K 
Staley, K. B. Thornton, J 
and R. F. Wyatt 


Skan, G. R, 


Sambrook, J. R. Simpson, D. A 
W. West-Watson 


W. Warrick, W. R 
PH.D. 
Freddy Himmelweit, St. Mary’s (bacteriology) ; 
Pincus, Roy. Dental (dental pathology) 


and Paul 
University of Manchester 

Prof. A. D. Macdonald has been appointed to succeed 
Prof. H. B. Maitland as dean of the medical school of the 
university. Dr. Raymond Whitehead, lecturer in patho- 
logy, has been elected to a Rockefeller fellowship and has 
been granted leave of absence for the session 1938-39. 
He will work at the school of medicine and dentistry of 
the University of Rochester, New York. 


University of Wales 

At recent examinations the following candidates were 
successful in obtaining the tuberculosis diseases diploma : 

H. L. Ackerman, Ali Azmy, V. N. Krishna 
Lohgarh, Sailendrakumar Sen, A. A. R. Soliman, W. D. 
J.H Vanarase, and Raman Viswanathan. 


Iyer, H 5 
Sulakhe, 


University of Edinburgh 

Prof. B. P. Babkin, who holds the chair of physiology 
at the McGill University, Montreal, will lecture at the 
University on June 21st and 23rd at 5p.m. He will speak 
on the regulation of the secretory activity of the gastric 
glands, and on the significance of conditioned reflexes 
in the light of recent work. Students and graduates are 
invited to attend. 


Leishman Memorial Prize 


Lieut.-Colonel E. V. Whitby has been awarded this 
prize for 1937. The prize is awarded annually to an 
officer of the Royal Army Medical Corps or the Army 


Denta! Corps for work of outstanding merit. 


Oxford Ophthalmological Congress 

This congress will be held at Keble College from July 7th 
to 9th. After an address of welcome by the master, Mr. 
C. G. Russ Wood, Prof. Hugh Cairns (Oxford), and Dr. 
Bernard Chavasse (Liverpool) will open a discussion on 
ocular palsies, their etiology, diagnosis, and treatment. 
Mr. F. A. Williamson-Noble (London) will read a paper on 
contact glasses considered from the clinical standpoint 
with a survey of results obtained. In the afternoon 
Dr. J. A. van Heuven (Utree ht) will speak on papillaedema 
and Dr. Czukrasz Ida (Debre cen) will describe Hungarian 
plastic methods, particularly the technique employed by 
Prof. Blaskovies and Prof. Kreiker. On July 8th papers 
will be read by Mr. Harrison Butler (Birmingham) 
on capsular glaucoma and by Mr. Frederick Ridley (London) 
on an ‘‘active’’ substance in the tears. Prof. A. von 
Szily, formerly director of the University Eye Clinic at 
Minster, will deliver the Doyne memorial lecture. He 
has chosen as his subject the contribution of pathological 
examinations to the elucidation of the problems of cataract. 
At the afternoon Prof. Hans Lauber (Warsaw) 
will speak on the relationship between intracranial and 
retinal blood pressure and intra-ocular tension and the 
treatment of tabetic optic atrophy, and Dr. H. M. 
Traquair (Edinburgh) will open a discussion on anesthesia 
in ophthalmic surgery. Mr. J. Cole Marshall (London) 
will show a film illustrating the operation for detachment 
of the retina by diathermy and electrolysis. After the 
annual general meeting on July 9th papers will be read 
by Mr. P. H. Adams (Oxford), Dr. Bernard Samuels (New 
York), and Dr. Robert Buxton (Weston-super-Mare). 
Further information may - had from the hon, secretary, 
Dr. F, A. Anderson, 12, St. John’s-hill, Shrewsbury. 
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Royal Free Hospital 


On Wednesday, June 15th at 3 p.m., Dame Florence 
Barrie Lambert will present the prizes and certificates to 
the students of the London School of Medicine for Women. 


Disposal of the Dead 

The National Association of Cemetery and Crema- 
torium Superintendents and the Federation of Cremation 
Authorities in Great Britain will hold their joint conference 
in Edinburgh from June 27th to 30th. Dr. W. G. Clark 
will speak on cremation from the public health standpoint 
and Dr. D. J. A. Kerr will discuss the Cremation Act 
and regulations and make some suggestions for their 
amendment. Further information may be had from 
Mr. Halvor Piggott, 37, York-street, Manchester, 1. 


Medical Diary 


June 13th to June 19th 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
THURSDAY 
Dermatology. 5 P.M. (cases at 4 P.m.), Dr. J. E. M. 
Wigley : (1) Premycosic Erythrodermia Dr. H. W. Barber : 
(2) Heemochromatosis in a Woman. Dr. H. Semon: (3) 
Sarcomatosis Cutis (4) Yellowish Discoloration of the 
Finge rand Toe-nails. (5) Colloid Milium. 
FRIDAY. 
Obstetrics and Gynecology. 8&8 P.M., Mr. S Gordon Luker : 
A Mesenteric Cyst Simulating an Ovarian Tumour. Dame 
Louise Mcliroy: Obstetric Shock. Prof. H. L. Sheehan 
will also speak. 
SATURDAY 
Orthopedics. 2.30 P.M., visit to Queen Mary’s Hospital, 
Carshalton 
Disease in Children 3 P.M., visit to Caterham Hospital. 
The following patients will be demonstrated by the staff 
(1) Dystrophia Myotonica in a Child; (2) Double Hemi- 
plegia ; (3)? Parathyroid Epilepsy ; (4)? Cerebral Diplegia 
: of Unusual Type; (5-6) Mic srocephaly and Nanocesbaly ; 
j (7) Epiloia ; (8) Choreo-athetosis ; (9) Mongolism. Histo- 
. logical specimens from the brains of mongols will be 
demonstrated 
: PADDINGTON MEDIC: SOCIETY. 
au TUESDAY.—-9 P.M. (I addington Tuberculosis Dispensary, 
328 20, Talbot-road, W.), Dr. 8S. Crown: The R6le of the 
; Local Medical Society. (Presidential address.) 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
UNIVERSITY OF LONDON. 


TUESDAY.—5 P.M. (University College, Gower-street, W.C.), 
Prof. C. H. Best, F.R.S. (Toronto): Heparin and 
Thrombosis. 

i POSTGRADUATE MEDICAL SCHOOL, Ducane- 
road, 

TUESDAY 4.30 P.M., Dr. H. Gardiner-Hill : 
Ductless Glands 

W EDNESDAY.—Noon, clinical and pathological conference 
(medical). 2 P.M., Mr aslewood, D.Sc.: The 
Chemical Estimation and Detection of Certain Common 
Poisons. 3 P.M., clinical and pathological conference 
(surgical). 4.30 P.M., Prof. J. C. Drummond, D.Se.: 
Practical Aspects of Modern Vitamin Research. 

THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 
demonstration 

FRIDAY.—2 P.M., clinical and pathological conference 
(obstetrics and gynecology). 4.30 P.M., Dr. Gardiner-Hill : 
Diseases of the Ductless Glands 

Daily, 10 A.M. to 4 P.M., medical clinics, surgical clinics and 
operations, obstetrical and gynecological clinics and 
operations. 

ST. MARY’S HOSPITAL, W. 

TUESDAY.—5 P.M. (Institute of Pathology and Research), 
Sir John Fraser: Surgery and Circulatory Disease. 

ST. GEORGE’S HOSPITAL MEDICAL SCHOOL, 8.W. 

MonvDaAyY.—5 P.M., Sir Frederick Hobday: Comparative 
Medicine. 

THURSDAY.—5 P.M., Dr. A. J. Lewis: 
stration. 


eee Fea FOR SICK CHILDREN, Great Ormond-street, 


THe na¥ 2 p™M., Dr. W. W. Payne: Some Useful Tests 
of Renal Function. 3 Pp.M., Mr. J. H. Doggart: Diseases 
of the Cornea and Conjunctiva in Children 

Out-patient clinics daily at 10 a.M. and ward visits at 2 P.M. 

FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
; MEDICAL ASSOCIATION, 1, Wimpole-street, W. 

' MONDAY to SUNDAY.—ST. PETER’sS OSPITAL, Henrietta- 
f 


Diseases of the 


psychiatric demon- 





street, W.C., all-day course in urology.—-WrEst END Hos- 

' PITAL FOR NERVOUS Diseases, Welbeck-street, W., after- 

‘ noon course in neurology.-ROYAL CANCER HOSPITAL, 
Fulham-road, 8.W., Sat. and Sun., course in radiology. 


3 SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION. 
# ie WEDNESDAY.—Visit to Allen and Hanburys Works, Ware. 
ee 





—APPOINTMENTS.—V ACANCIES 


ition 11, 1938 


ee 


BINGEMAN, ILA, B.S., M.B. Lond., D.P.H., Assistant Medical 
Officer for Maternity and Child Welfare Work for 
Nottingham. 

Bomrorp, R. R., B.M. Oxon., M.R.C.P. Lond., Hon. Assistant 
Physician to the London Hospital. 

Cairns, H. W. B., M.B. Adelaide, F.R.C.S. Eng., Consulting 
fenoeen as the Department of Neurosurge ry at the London 

ospita 

CROOK, . W. D., M.R.C.S. Eng., D.P.M., Second Assistant 
Medical Officer at Knowle Mental Hospital, Fareham. 

CULLEN, BARTHOLOMEW, M.B., L.M., Resident Medical Officer 
at Nottingham me od Hospital. 

DEVLIN, WILHELMINA L., M.B. Belf., D.P.H., Assistant Medical 
Officer of Health and Assistant School Medical Officer for 
Blackburn. 

FAIRBROTHER, R. W., M.D. Manch., M.R.C.P. Lond., Director 
of the Clinical Laboratory at Manchester Roya! Infirmary 

GOUREVITCH, ARNOLD, M.R.C.S.Eng., Resident Surgical 
Registrar at the Queen’s Hospital, Birmingham 

HARDWIcK, S. W., M.D., M.R.C.P. Lond., D.P.M., 
Medical Superintendent at West Park Hospital (L.c. 

Hart, E. W., M.B. Camb., House Physician at the Hospital tor 
Sick Children, Great ‘Ormond-street. 

HeEsLop, T. STEWART, M.B.Manch., F.R.C.S. Eng., Chief 
Assistant to the Surgical Unit at Manchester Royal 
ay wy eee 

MoGIuLL, A. F., , M.S. — 1 red Resident Surgical Officer 
at Nottingnain. K ity Hos 

O’DONNELL, M. -R.CSS. oo , L.D.S., Assistant Consulting 
Dental +N in the Dental Gccies of the London County 


Council. 
M.D. Edin., D.P.H., Hon. 


Deputy 
). 


Smmpson, WILLIAM, Assistant 
Physician to the Royal Infirmary, Preston. 

SLATER, E. T. O., M.B.Camb., M.R.C.P. Lond., D.P.M., First 
Assistant Medical Officer at the Maudsley Hospital 

SMART, JosEPH, M.D. Camb., M.R.C.P. Lond., Medical Registrar 
at the agnaen Chest Hospital. 

THOMPSON, V. M.B. Lond., F.R.C.S. Eng., Surgical Registrar 
at the comes Chest Hos ital. 

WHEELER, F. E., F.R.C.S., Resident Surgical Officer at the 
Prince of Wales’s ae pital, Plymouth. 

YARROw, D. , .C.P. Lond., House Physician at the 
Hospital for Sic “kk Cc whildres. Great Ormond-street. 


Withington Hospital, Manchester—The following have been 
recommended forappointment to the staff of the hospital : 
EMBLIN, J. N. I., M.B., F.R.C.S. Edin., Resident Obstetrical 
ey 3 
Atnscow, C. B., M.B. Manch., Assistant Resident Obstetrical 
Officer r: and 
OwEN, E. .. M.B. Liverp., Assistant 


Surgical 
Office r. 


tesident 
Colonial Medical Service.—The following appointments, promo- 
tions, and transfers are announced : 
CLARKE, P. E. M., M.B. Belf., Medical Officer, 
Honduras ; 
GLynn, W. A., M.R.C.S. Eng., Medical OMiece, Nyasaland ; 
SKELTON- -BROWNE,  — @ B.Se., L.R.C.P. Lond., Medical 
Officer, Gibraltar ; 
HucHes, WiLuiaM, M.D. Medical 
D.T.M. & H., 


British 


N.U.L.,, M.R.C.P. Lond., 
Officer, Nigeria ; 


Wase-Bamey, B. N. V., M.D. Edin., D.P.H., 
Chief Me sdical Officer, Barbados ; 

SAMUELS, W. F., L.M. Dubl., Medical Superintendent, St. 
Ann’s Mental Hospital, ‘Trinidad (temporary appoint- 
ment); and 

CLEARKIN, P. A., M.D. Belf., D.P.H., Bacteriologist and 
Pathologist, British Guiana (temporary appointment). 


Vv acancies 


For further information refer to the advertisement columns 


Aberdeen Royal Mental Hosp.—Asst. Phys., £400. 

Albert Dock Hosp., E.—Res. Surg. O. for Fracture Clinic, £250. 

Aylesbury, Royal Buckinghamshire Hosp.—Jun. Res. M.O., at 
rate of £150. 

Barnsley, Beckett Hosp. and Dispensary.—Jun. H.S., £150. 

Battersea General Hosp., S.W.—H.P.and H.S., each £130. 

Birmingham City. —*< O. for Casualty Service, "£500 

Song City, M ity and Child W elfare Dept.—Temp. 

£10 weekly. 

Birmingham. Dudley-road Hosp.—Physician, £650. 

Birmingham United Hosp.—Psychologist for Nerve Hosp., £500. 

Birmingham and Midland Eye Hosp.—H.5., at rate of £130. 

Bolingbroke Hosp., Wandsworth Common, "'S.W.—Cas. O., at 
rate of £120. Also Hon. Physician. 

Bolton Royal Infirmary.—Asst. Res. Surg. O., £200. Also 
two H.S.’s, each £150. 

Bradford Royal Infirmary.—Asst. Radium Officer, £175. 

Brighton Royal Sussex County Hosp.—Cas. H.S., £120. 

Bristol Royal Infirmary, @c.—Hon. Asst. Surgeon to Joint 
Fracture Dept. 

Bristol University.—Professorship of Pathology, £1000. Also 
Lecturer in Pathology, £400-£500. 

Burton-on-Trent General Infirmary.—Cas,. O.and H.P., £150. 

SS Hosp.—Asst. Radiologist, at rate 
of £500. 

Canterbury, Kent and Canterbury Hosp—H.S. to Spec. Depts., 
at rate of £125. 

Canterbury and Folkestone Hosps.—Director of Pathology, £600. 
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Cape Town University.—Chair of Physiology, £1000. 

Central Middlesex County Hosp., Acton-lane, 
Asst. M.O., £400. 

( —-" Society of Massage, &c., 
£200 

Colchester, Essex County Hosp.—aAsst. H.S., £120. 

Connaught Hosp., Walthamstow, E.—Sen. Res. sae Oo. 
Cas. O., at rate of £200 and £110 respectively 

Derbyshire € Jounty Council.—Asst. County M.O. i, £700. 

Dewsbury and District General Infirmary —Sen. H.S. 
Second H.S., £200 and £150 respectively. 

Doncaster Royal Infirmary. Cas. H.S., at rate of £150. 

Dreadnought Hosp., Greenwich, S.E.—Receiving Room Officer, 
at rate of £150. 

Durham County and Sunderland Eye Infirmary.—H.8., £350. 

East Ham Memorial Hosp., Shrewsbury-road, E.—H.S8. to Spec. 
Depts. and Cas. O., at rate of £120. 

Elizabeth Garrett Anderson Hosp., Euston-road, N.W.—H.P., 
H.S8.’s, and Obstet. Asst., each at rate of £50. 

Exeter, Royal Devon and Exeter Hosp.—Res. Surg. O., 

General Lying-in Hosp., York-road, Lambeth, S.E.- 

O., &ec., at rate of £100. 


N.W.—Res. 


Tavistock-square.—Editor, 
and 


and 


£250. 


Jun. Res. 


Glasgow, Victoria Infirmary.—Radiologist, £800. 

Gloucestershire Royal Infirmary.—H.P. and two H.S.’s, each 
at rate of £150. 

Halifax Royal Infirmary.—Res. Surg. O., £250. Also H.P., 


£175. 

Hampstead General Hosp., Haverstock-hill.—H.S. at rate of £100. 

Hastings, Royal East Sussex Hosp.—Sen. H.8., at rate of £200. 

Holland (Lincolnshire) County Council.—Asst. M.O.H., £600. 

Hosp. or Consumption and Diseases of the Chest, Brompton, 
S.W.—Med. Reg., £150. 

Hosp. of St. John and St. Elizabeth, 60, 
tes. H.P., at rate of £100. 

Huddersfield Royal Infirmary.—H.8., at rate of £150. 

Ilford, King George Hosp.—H.S., at rate of £100. 
fon. Asst. Physicians and Hon. Psychologist. 

Indian Medical Service.—Commissions. 

Ipswich, East Suffolk and Ipswich Hosp.—H.S. to Orthopedic 
and Fracture Dept., £144. 

Lancashire County Council Asst. County M.O., 

Leamington Spa, Warneford General Hosp.—Sen. 
£200. 

Liverpool Hosp. for Consumption and Diseases of the Chest.— 


Res. M.O., £150. 
-Asst. M.O.’s (Grade II), £250. 


Grove End-road, N.W. 


Also two 


£800. 


Res. Surg. O., 


London County Council. 


London Homeopathic Hosp., Gt. Ormond-street, W.C.—H.S. 
and Syamesee H.S., each at rate of ee 

London Hosp., E.—Aneesthetist to Dental Dept., 

Maidstone, Kent County Ophthalmic and Aural ; a —Ophtb. 
H.S., at rate of £200. 

Manchester, County Mental Hosp., Prestwich.—Deputy Med. 
Supt., £750. 


Manchester Royal Children’s Hosp., Pendlebury.— 
Out-patients’ Dept., at rate of £150. 


Asst. M.O. to 


Manchester Royal Infirmary.—Res. Jun. M.O. for Barnes 
Convalescent Hosp., at rate of £150. Also Asst. M.O. 
to Dermatological Dept., £35. 

Manchester, St. Mary’s Hosps.—Asst. Res. Obstet. O., £100. 

Melton, MS St. Andre's Hosp. for Mental Diseases.—Jun. 
Asst. M.O., £350. 

Metropolitan une.. ii ethene. 

Middlesbrough County Borough.—Asst. M.O.H., &c., £350 

Middlesbrough, North Riding Infirmary.—Sen. H.8., £175. 
Also Third H.S., at rate of £140 

National Temperance Hosp., Hampstead-road, N.W.—H.P., at 


rate of £100. 

Newcastle-upon-Tyne City and 
Officer, £750. 

Newcastle-upon-Tyne Eye Hosp.—Hon. Ophth. Surgeon. 

Newcastle-upon-Tyne, Royal Victoria Infirmary. — Resident 
appointments, £200, £100,and £50 respectively. 
Med. Regs., £250. 

Northampton General Hosp 

Nottingham General Hosp Res. Cas O., at rate of £156 

Oldham Royal Infirmary.—Sen. H.8., "at rate of roy 50- £300. 
Also two H.S8.’s, each at rate of £175. 

Plymouth, Mount Gold Orthopadic and Pulmonary Tuberculosis 
Hosp.—Res. M.O., £300. 

Preston and County of Lancaster Queen Victoria Royal Infirmary 
H.P., at rate of £150. 

Public Schools Exploring Society.—Hon. Surgeon 

Queen’s Hosp. for Children, Hackney-road, E.—Ophth. Surgeon. 

Rainhill, Lancs, County Mental Hosp.—aAsst. M.O., £550 

Redhill County Hosp., Edgware.—Jun. Res. Asst. M.O., at 
rate of £250. 

Rotherham Hosp.—Cas. H.8., £150. 

Royal Naval Medical Service’ —M.O.’ 

Royal Northern Hosp., Holloway, N. —“Ophth. Reg., £50. 

Royal Waterloo Hosp. for Children and Women, iv aterloo-road, 
S.E.—Hon. Clin. Asst. at Rheumatism Centre. 

St. John’s Hosp., Lewisham, S.E.—H.S8., at rate of £100. 

Salford, Hope Hosp.—Res. Obstet. O., £400. 

Salford Royal Hosp.—H.58., at rate of £125. 

Shoreham-by-Sea, Southlands Hosp.—Asst Res. M.O., £300. 

Storthes Hall Mental Hosp., Kirkburton, near Huddersfield.- 
Med. Supt., £1000. 

Sudan Medical Service.—Vacancy, £E720. ‘ 

Sunderland Royal Infirmary.—H.P., and Cas. O. and H.S. to 
Ear, Nose, and Throat Dept., each £120. 

Sutton and Cheam Hosp.—Jun. Res. M.O., at rate of £100. 

Taunton and Somerset Hosp.—H.P. and H.S., each £125 

Wakefield, Clayton Hosp.—-H.8.,at rate of £200. 

Warneford Hosp., Oxford. —Phy: sician Supt., £1000. 

Watford and District Peace Memorial Hosp. —H.S. and H.P., 
at rate of £150. 

West London Hosp., Hammersmith, W.—Two Cas. O.’s, each 
£250. Also H.-P. and two H.S”’ 8, each at rate of #100. 

Weston-super-Mare Hosp.—Res. H.P., "£1 50. 


County.—Sen. Child Welfare 


Also two 


Res. Aneesthetist, at rate <8 £150. 


each 


VACANCIES,—BIRTHS, MARRIAGES, AND DEATHS 


Willesden 


Wolverhampton Royal Hosp 
Wood Green and Souitinate Hosp., 


York County Hosp. 
York Dispensary.—Two Res. M.O.’s, each £175. 


The 


BALL. 
DEWEY. 


GALLoP.—On 


WALTHER 


CHAMBERS.—On 
GRIFFITH.—On 
M 


GUILDING On 
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General Hosp., Harlesden-road, N.W.—Cas. O., 
at rate of £100. 
Wolverhampton Education Committee-—Asst. M.O., £600 


Res. 
each at rate 


Anesthetist, at rate of £200. 

of £100. 

Bounds Green-road, 

Gyneecological Surgeon. 
Res. Aneesthetist, &c 


Also H.S. and H.P., 
N.— 
Second Hon. 


, £150. 
Chief Inspector of Factories 


Certifying Factory 
Galgate (Lancashire). 


Births, Marriages, and Deaths 


BIRTHS 
the wife of Dr. G. D. J. 


announces 
Surgeons at Bath 


vacancies for 
(Somerset) and 


On May 
a son. 
—On 
bridge 


29th, Ball, of Plymouth 


June 3rd, the wife of Dr. T. S. 
two daughters. 
June 6th, at Vincent-square, 


Dr. Edward Gallop—a son 


Dewey, of Ton- 


S.W., the wife of 


LIVINGSTONE.—On June 4th, at Devonshire-place, W., the wife 
of Dr. commen L. Livingstone, of Greville-place, St. John’s 
Wood, a son. 

MoNKHOU wr fs June 2nd, at Theydon Bois, the wife of Dr. 
Eric Monkhouse—a son. 

O’ DONOVAN On June 2nd, at Nottingham, the wife of Dr. 

P. H. O’Donovan—a son 

einen On May 23rd, at. _Barnstaple, the wife of Mr. 
K. G. W. Saunders, F.R.C a son 

TILLMAN—On June 6th, at ( a S.W., the wife of 


Dr. John Tillman, 
a daughter. 

-On May 21st, at Farnham, the 
Walther—a daughter. 


DEATHS 


June 7th, at 
M.D., M.Ch. R.U.1., 


Edinburgh and British Somaliland- 


wife of Dr. W. W. 


Roehampton, James Chambers, 
aged 79. 
June 4th, at Bath, 
t.C.8. Eng 

June Ist, at 


Evan Williams Griffith, 
Reading, Lansdown 
Guilding, B.M. Oxon., M.R.C.S. Eng., aged 79 
HALL.—On June 7th, at Lower Hellesdon, Norwich, Charlton 
Robert Frederick Hall, M.A., B.Chir. Camb., M.R.C.S. Eng., 
Medical Superintendent of Hellesdon Hospital, aged 60 
NELLEN.—On June 6th, at Hove, George Marshall Frederick 
Nellen, M.R.C.S. Eng., formerly of the Union-Castle Mail 
Steamship Company. 

Stack.—On June 2nd, in London, 
M.B. Glasg., of Liverpool 


Murray 


Maurice Tancred Stack, 


STEEN.—On May 3ist, at Ilford, Essex, Wilfred Alexander 
Steen, M.R.C.S. Eng. 
WINGRAVE On June Ist, at Lyme Regis, Vitruvius Harold 


Wyatt Wingrave, M. D. Durh., aged 80. 


N.B.—A fee of 78s. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths. 








INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE 
MAY 28TH, 1938 


Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 0 ; 
scarlet fever, 2048; diphtheria, 1002; enteric fever, 
17 (30 ‘expected ’’); pneumonia (primary or 
influenzal), 1082 ; puerperal, pyrexia, 180; cerebro- 
spinal fever, 26; acute poliomyelitis, 5 ; encephalitis 
lethargica, 3; dysentery, 50; ophthalmia neo- 
natorum, 102. No case of cholera, plague, or typhus 
fever was notified during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on June 3rd was 4243, which included: Scarlet 


WEEK ENDED 


fever, 824; diphtheria, 1012 (carriers, 49); measles, 1171; 
whooping-cough, 259; puerperal fever, 20 mothers (plus 10 
babies) ; encephalitis lethargica, 282 ; poliomyelitis, 2 


At St. Margaret’s Hospital] there were 31 babies (plus 16 mothers) 
with ophthalmia neonatorum. 

Deaths.—In 126 great towns, including London, 
there was no death from small-pox or enteric fever, 
16 (6) from measles, 3 (1) from scarlet fever, 11 (3) 
from whooping-cough, 29 (5) from diphtheria, 

(9) from diarrhoea and enteritis under two years, 
and 39 (9) from influenza. The figures in parentheses 
are those for London itself. 

One fatal case of measles was reported from each of 10 great 
towns. Diphtheria was fatal in 20 great towns, Bristol report- 
ing 3. Influenza was credited with 5 deaths at Hull 
The number of stillbirths notified during the week 
was 291 (corresponding to a rate of 40 per 1000 total 
births), including 44 in London, 
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NOTES, COMMENTS, AND ABSTRACTS 


PLANTS IN RELATION TO THE HUMAN 
ENVIRONMENT 


Extracts from a Chadwick lecture given on June 9th 
at the Chelsea Physic Garden by 


Prof. E, J. SALisBsury, F.R.S. 


ALL of us and all the lower animals depend upon 
green plants either directly or indirectly for our 
energy supply. We either have our food second-hand 
as when we eat a herbivorous animal such as a cow, 
or even more indirectly if we eat the flesh of a 
carnivorous animal; or we obtain our food first-hand 
from the plant as when we eat bread or a banana, 
But our ideas of food and food values have been 
revolutionised during the past two decades, The old 
idea that our needs are satisfied by a certain number 
of calories soon gave place to a recognition of the 
need for a properly balanced diet. More recent years 
have revealed the presence of the vitamins which 
though found in such small amounts play so funda- 
mental a rdle in the proper nutrition of our bodies. 
The diversity of these accessory food substances and 
their varying degree of development even in different 
varieties of the same species or in different parts of 
the same organ have placed a new emphasis upon the 
nature of the food we eat. Indeed with respect to 
those members of the alphabet of vitamins that can 
be artificially prepared there is even a risk that the 
notion “ because a little is good a lot is better ’’ may 
lead to another lack of balance. 

MICRO-NUTRIENTS 

Quite recently our attention has been drawn to the 
necessity for healthy plant growth of the so-called 
micro-nutrients. The need of minute traces of boron 
for the growth of sugar-beet, the need of zinc for the 
healthy growth of the grape fruit, of minute traces 
of copper, manganese, and iron for many plants, are 
but a few of the instances of essential micro-nutrients 
that have been demonstrated. Indeed some evidence 
has been furnished to show that a large number of 
the rarer metals present in most though by no means 
all soils are, in extremely minute quantities, actually 
beneficial to plant growth. The plant not only 
absorbs these substances but often accumulates them 
in its body so that the quantity in the plant may be 
much greater than that in the soil itself. An instance 
of this is afforded by the remarkable accumulation of 
thallium salts in certain American species of astragalus 
resulting in these plants acquiring a very poisonous 
character with fatal results to browsing animals. 

Transferred from the soil to the plant these micro- 
nutrients may have an important influenee upon the 
nutritive value of the plant material not merely for 
animals but for man himself. This has been spec- 
tacularly demonstrated for sheep in Australia where 
it has been shown that the fatal disease known as 
staggers is due to deficiency of cobalt in the herbage 
which in turn is an outcome of a deficiency in the 
soil. So too the coast disease of sheep fed on the 
calcareous dune pastures appears to be due to a 
combination of deficiencies in respect to both cobalt 
and copper. What applies in so startling a manner 
to cobalt deficiency in sheep may well obtain in 
greater or less degree with regard to some of the 
micro-nutrients required by man and a more meticu- 
lous examination of the staples of diet is necessary 
before we can rightly assess their value, not so much 
perhaps for the mere maintenance of life but for the 
support of vigorous health. 

GASEOUS ENVIRONMENT 

The general effect of plants on our surrounding 
circumstances is naturally an outcome of the main 
changes which their mass effect produces on the 
environment. The different behaviour of plants and 


animals with respect to their relative influence upon 
their gaseous environment has at times been exag- 
gerated, at others minimised. Animals from their 
motile habits utilise a very large amount of energy 


and, in consequence, one of the pronounced effects of 


their presence upon the atmosphere around is to 
increase the content of carbon dioxide as an outcome 
of their high rate of respiration. The organic food 
which the animal consumes is almost entirely utilised 
in the production of energy to drive the machinery 
of its body and this food is oxidised with the libera- 
tion of a considerable volume of carbon dioxide. 
Green plants on the other hand being sedentary 
organisms consume far less energy in respiration, but 
from their possession of the mixture of green pigments 
which we term chlorophyll, are able to absorb the 
external energy provided by light and so to utilise a 
large volume of carbon dioxide which is built up into 
complex carbohydrates with the simultaneous libera- 
tion of oxygen in an amount approximately equivalent 
to that of the carbon dioxide absorbed. 

It was a too facile generalisation of these facts that 
led the examination candidate to conclude that if 
a rabbit and a cabbage were placed together in an 
hermetically sealed chamber they would live for ever, 
but the reciprocal influence of plants and animals 
upon the gaseous content of the atmosphere around 
them is a feature of great significance in the economy 
of nature, for this relationship of their gaseous 
exchanges ensures that these gases, if one may 
employ a financial simile, are maintained in current 
circulation and not accumulated in a deposit account. 

A plant in full sunshine is actively respiring as well 
as manufacturing food and it is therefore utilising 
oxygen and producing carbon dioxide in the one 
process at the same time that it is also using carbon 
dioxide and producing oxygen in the other. The 
total effect of the plant on the gases around is hence 
the balance between these two processes. During 
the daytime and in the open the green plant may 
easily be producing oxygen and taking in carbon 
dioxide at twice the rate at which the reverse processes 
are proceeding. We might perhaps therefore expect 
that, in a dense growth of vegetation such as a wood- 
land or a well-stocked garden, the atmosphere would 
exhibit an enrichment of the oxygen content. 
Actually however there is little if any change in 
composition, since the multitudinous micro-organisms 
in the soil itself are producing carbon dioxide in their 
respiration which often more than counterbalances 
the absorption of this gas by the green plant. Indeed 
the carbon-dioxide content of the air in a dense 
beech-wood when there is no wind may actually be 
appreciably in excess of the 0°03 per cent. normally 
present. Numerous determinations have however 
shown that despite the factors tending towards 
disparity the composition of the atmospheric air in 
various localities is remarkably constant. 


PLANTS IN LIVING ROOMS 

At one time there was some controversy over the 
influence of plants and particularly of flowers in 
living rooms. To appreciate.the position it must be 
realised that the capacity of the green plant to make 
food at a faster rate than it is consumed in respiration 
is usually dependent upon the light intensity. Now 
owing to the compensatory action of our eyes in 


dull light we are led to imagine the intensity of 


illumination in a living room is much higher than it 
actually is. In a living room or bedroom the light 
intensity is often not more than one-fiftieth of that 
in the open, although it is of course lighter nearer the 
window and darker as we recede from it. It may 
thus easily be the case that even during the day- 
time on a bright day a green plant in a living room is 
barely receiving enough radiant energy to enable it to 
manufacture food fast enough to keep pace with the 
losses due to the utilisation of this food during 
respiration. In other words, there will be little or no 
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increase of oxygen in the air, and little or no decrease 
of CO,. There is a light intensity at which the 
building-up processes and the breaking-down processes 
just balance, known as the compensation point, and 
experiments have shown that this intensity varies 
considerably between different plants. It is very low 
for the aspidistra, which is the reason why this plant 
will flourish even in the gloom of an apartment 
window. With non-green parts of plants (which 
includes the flowers, except for their sepals and stalks) 
there is of course respiration but no photosynthesis, 
so that these increase the CO,-content of the air and 
diminish the oxygen-content, the more so that the 
rate of respiration of floral organs is often twice that 
of leaves and may be very much higher. Modern 
physiological research has shown that a slight increase 
of the CO,-content of the air may promote deep 
breathing, and so the old belief that it is desirable 
to remove plants from a sick-room after dusk might 
seem to be theoretically justified, although it is very 
doubtful avhether their influence is sufficiently marked 
to be significant. The slight increase of humidity 
they bring about might even be beneficial. 





INFLUENCE ON HUMIDITY 

The surface of the leaves is continually giving off 
water vapour and when plants are growing in the 
mass the amount of water emitted in this way is 
very considerable. It has for example been calcu- 
lated that a beech-wood during the course of a single 
season gives off water vapour equivalent to about 
84 inches of rain. The loss from an oak-wood is 
probably rather less, being of the order of about 
5 inches. Vegetation thus plays a not inconsiderable 
part in maintaining the humidity of the atmosphere. 
Periods of drought are deleterious to health probably 
both from the direct effects of low humidity and from 
the indirect consequences, such as the prevalence of 
dust. Plants lose more water when the air is dry 
than when it is moist, hence the presence of vegeta- 
tion tends to minimise the risk of the extreme aridity 
of the atmosphere which would be prejudicial to 
health. 

Of the radiant energy that falls upon the surface 
of the foliage, and which in its absence would con- 
tribute to the heating of the soil surface and the 
supernatant air, more than 50 per cent. is probably 
utilised in evaporating water from the plant. Thus 
vegetation is seen in another réle as a regulator of the 
temperature of the lower layers of air. Indeed it has 
been shown that the temperatures in woodlands are 
both lower in summer and higher in winter than in 
the open, whilst extremes of temperature are most 
marked where the soil surface is devoid of vegetation. 
The ancient belief that country air is beneficial may 
well be due to the fact that there the vegetation 
provides a safeguard against those extremes of low 
humidity and high or low temperature which often 
obtain in cities, At the same time vegetation tends 
to check abrupt changes, so that these play their full 
effect as stimuli without the suddenness of adjustment 
that mitigates their value. 

CONSERVER OF WATER-SUPPLIES 

The rain that falls upon the surface of the land is 
largely determined by physical conditions of the 
atmosphere beyond these islands, so that the local 
conditions of surface play but a minor part in respect 


vegetation and the nature of the plant covering do 
materially affect the fate of the rain, dew, mist, or 
snow that furnish our water-supplies. Of this total 
precipitation some evaporates directly into the 
air again; some is held by the soil as by a sponge ; 
and some passes through or over the soil to find its 
way into the rivers and ultimately into the oceans to 
repeat the circuit of its transport. The greater the 
amount which is retained by the soil the less will 
flow down the surface and so there will be a diminu- 
tion of erosion. The more sponge-like the soil the slower 
will be the drainage and so the water that falls at a 
given time may take weeks or months to find its way 
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into the streams. It has for instance been shown 
that the flow of the Hertfordshire Bourne is determined 
by the rainfall more than a month previous. Any- 
thing therefore that tends to hold back the water will 
result in a higher average water table and a more 
prolonged flow. It will be a safeguard alike against 
flood or drought. 

Such a safeguard is provided by vegetation. The 
most retentive component of the soil is the organic 
material provided by the decaying leaves, and of all 
types of vegetation which provide a copious and 
continually renewed supply of humus none is more 
effective that woodland. Rather less efficacious is 
grass land. Cultivated crops still less so, and bare 
soil least effective of all. The disastrous floods in the 
south of France which resulted from the extensive 
felling of forests in hilly country has been surpassed 
by those in the United States. The absence of the 
natural regulators of water-supply permit the 
incident rain to make its way unhindered to the 
rivers, but this same loss of water brings in its train 
excessive erosion. With the advent of the dry 
season and the absence of any reservoir in the soil 
the floods are inevitably followed by drought and 
the eroded and bare surfaces are liable to further 
removal by the action of wind. 

So we find that in America the extensive floods 
were but the prelude to equally disastrous droughts 
and to the production of the so-called dust bowl. It 
has been calculated that in this way an area equiva- 
lent to nearly twice that of the whole land area of 
Great Britain and Ireland has been more or less 
ruined. The droughts and floods that have been 
experienced of recent years in the catchment area of 
the Thames are the same phenomenon on a smaller 
scale. 

Some idea of the capacity of forest soils to conserve 
moisture can be gained from a comparison of the 
proportion of rainfall retained by such a soil before 
and after the surface has been burned and the sponge- 
like humus thereby destroyed. It was found in two 
such instances that the retentive capacity was in this 
manner reduced in one locality to less than a third 
and in another to one-fiftieth. A close turf of grass 
may prevent erosion almost as effectively as woodland 
though the latter is more effective as a retainer of 
water, but land under cultivated crops is only about 
a tenth as effective for preventing water loss. When 
we consider that probably all the heather-clad moor- 
lands of the west and north, and the heathlands of 
the south and east, of England were once woodland ; 
that forests once clothed the Weald of Kent and the 
plains of Worcester, to mention but two areas that 
were well wooded until comparatively recent times ; 
we realise that if conditions are not worse than they 
actually are it is due to luck rather than to judgment. 
The need for insurance against a national emergency 
in respect to timber has dictated our too long delayed 
policy of national afforestation, but we may well ask 
whether this should not be combined with one 
directed towards the maintenance of healthy 
conditions. 





THE HORSE-SHOE CLUB 


In 1930 began an exchange of house physicians 
between the Children’s Hospital and the General 
Hospital, St. Louis, and the East London Hospital 
for Children (now the Princess Elizabeth of York 
Hospital for Children). To commemorate this asso- 
ciation a club, called the Horse-Shoe Club, after a 
game played at St. Louis, was founded, and it is 
now proposed that this club should be enlarged in 
scope. At a dinner lately held at the Langham 
Hotel, London, Dr. Geoffrey Bourne, who was elected 
chairman, suggested that there should be two branches, 
one in the United States of America and one in 
England, and that the British branch should consist, 
first, of medical men and women who have studied 
in America for at least six months; secondly, of 
medical men and women who grant facilities for 
American research workers in their departments ; 
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and thirdly, of non- onaitaal men and women who 
give moral or other support for facilities for the above 
work. The objects of the club are to encourage 
friendship between graduates in medicine in the 
United States and Great Britain, to promote the 
establishment of exchange resident assistantships 
between the two countries, and to enable Americans 
holding appointments or engaged in research in this 
country to make their visit as profitable and enjoyable 
as possible. A dinner is to be held in London each 
spring, to which American colleagues and friends 
will be invited. Further particulars may be had 
from the secretary, Dr. Leonard Findlay, Princess 
Elizabeth of York Hospital for Children, Shadwell, 
London, E.1. 


SEPTIC INFECTION AT POST-MORTEMS 


A LEAFLET on prevention of sepsis in the post- 
mortem room has been issued by the Pathological 
Society of Great Britain and Ireland and is inserted 
in the current issue of the Journal of Pathology and 
Bacteriology. After pointing to the need for proper 
care of post-mortem gloves, the leaflet states that it 
is inadvisable to perform autopsies when there are 
recent cuts or scratches on the hands, and then passes 
on to the precautions to be taken if a finger is pricked 
during an examination. ‘“‘If during an autopsy 
the pathologist should prick himself however slightly 
whether with the knife or on a jagged bone or tooth, 
even if he is in doubt whether he has been pricked 
at all, it is his duty to stop AT ONCE, remove his glove 
and make the wound bleed by digital compression 
causing congestion, by centrifugal force (swinging the 
arm), by sucking and by putting the hand in hot 
water. There should not be a minute’s delay in 
carrying out these procedures, and the autopsy 
should, if possible, be completed by someone else.” 

Copies of the leaflet may be had from Oliver and 
Boyd, 98, Great Russell-street, London, or Tweeddale- 
court, Edinburgh, at the following rates: 50 copies 
post free 6s, 6d. ; 100, 10s, 6d. ; 250, 21s. 


GUIDE TO LONDON VOLUNTARY HOSPITALS 

WE have received a copy of the fourth edition 
(1938) of the Hospital Guide, being a directory and 
handbook to the hospitals of London, published by 
the advisory hospital committee of the Hospital 
Saving Association (30, Lancaster-gate, London, 
W.2, price 3d.). The book is a mine of useful infor- 
mation about the voluntary hospitals in London, 
both general and special, including convalescent 
homes in the country. Strictly speaking, it is not a 
complete hospital guide of London because it says 
nothing about the county hospital system apart from 
an unadorned list of the L.C.C. general and children’s 
hospitals at which the H.S.A. green voucher is now 
accepted. Its value is enhanced by a series of articles 
setting out the nature and object of provident asso- 
ciations and the schemes for admission of middle- 
class patients to voluntary hospitals. Emphasis is 
laid on the ethical side of the supply of medical 
aids and a list is given of the firms who have accepted 
the standards of the Institute of British Surgical 
Technicians. There is also a useful article on women 
in relation to national health insurance. 


THE DEVELOPMENT OF CHEMICAL 
KNOWLEDGE 


A SERIES of books by different authors dealing 
with the development of the various branches of 
knowledge during the last hundred years includes 
one on chemistry' by Prof. Alexander Findlay. 
His aim was to trace in broad outline how 
chemists since the 1830’s have unravelled the inner 
structure of the molecules of many of nature’s most 
important compounds, and have built up these com- 
pounds in the laboratory. Prof. Findlay’s gift of 
clear exposition is well known and he has used it 


+A Hundred Years of Chemistry. By Alexander Findlay, 
Professor of Chemistry in the University of Aberdeen. London: 
Gerald Duckworth and Co. 1937. Pp. 352. 15s. 


here to set forth in simple language not only the 
main facts of the development of chemical knowledge 
but the application of such knowledge to industrial 
and other purposes. The information given in the 
thirteen chapters covering a diversity of fields is 
up to date, and the inclusion of a large number of 
references in footnotes makes it easy for the reader 
to travel farther in any direction that specially 
interests him. An appendix contains biographical 
notes of a number of famous chemists. 


NEW PREPARATIONS 


* A.B.’”?’ BRAND PROTAMINE INSULIN (WITH ZINC) 
SUSPENSION is manufactured jointly by the British 
Drug Houses Ltd. (Graham-street, London, N.1) 
and Allen and Hanburys Ltd. (37, Lombard-street, 
E.C.3). Its advantage over ordinary insulin is that 
its action is more prolonged and uniform; the 
number of injections required is therefore less, and 
the control of symptoms more satisfactory, so that 
the total insulin dosage can often be reduced. The 
new preparation may be used instead of ordinary 
insulin, or in conjunction with it, but in emergencies 
where a rapid action is required (infections, acidosis, 
diabetic coma) ordinary insulin is needed. Protamine 
Insulin (with Zinc) Suspension has a pH of 7-1, which 
is approximately that of the body fluids; at this 
reaction the complex is least soluble and its action 
therefore most prolonged. It is issued in two strengths 
(namely, 40 units per c.cm. and 80 units per c.cm.) 
and the potency and sterility of each batch is certified 
by the Medical Research Council. 

GONADYL.—This name is given by Roussel Labora- 
tories Ltd. (36, Cavendish-square, W.1) to a gonado- 
tropic extract prepared from the serum of pregnant 
mares. It is described as a pure gonadotropic active 
principle, predominantly follicle-stimulating, and is 
standardised in rat units according to its power to 
increase the size of the ovaries. The extract, which 
is a powder supplied in ampoules (with a solvent) for 
subcutaneous injection, is recommended for all con- 
ditions where there is reason to believe that the 
function of the gonads is deficient—e.g., delayed 
puberty, cryptorchidism, primary amenorrhoea, and 
azoéspermia. 


From T. J. SmirH AND NEPHEW LTD. (Neptune- 
street, Hull) we have received copies of the eighth 
edition of their book, ‘‘ Elastoplast Technique,” and 
the fourth edition of their ‘ Cellona Technique.”’ 
These are available to members of the medical 
profession. 





FARMHOUSE DrrREcTory.—In his preface to the 
small handbook! published by the Farmhouse 
Holiday Bureau, Mr. A. G. Street suggests that 
“rural holidays build a welcome bridge over the 
lamentable gulf of | ignorance which exists between 
town and country.” Part of the ignorance of towns- 
people is that they often do not know how to begin 
to find suitable holiday accommodation in the country, 
and they will welcome this list of the members of 
the bureau who wish to receive paying guests this 
summer. Their names and addresses are arranged 
alphabetically according to counties, and brief notes 
are given of the kind of holiday they offer to their 
visitors. 


An lIoptIngE BurEAvU —The Nitrate Corporation of 
Chile Ltd. has formed an iodine educational bureau 
which is to collect information about iodine and place 
it at the disposal of medical, agricultural, and other 
scientific workers. It will also collaborate with scientific 
institutions in research. The director, from next 
September, will be Mr. Francis C. Kelly, Ph.D., who has 
for six years been deputy director of the Imperial 
Bureau of Animal Nutrition at the Rowett Research 
Institute in Aberdeen, and the offices will be at Stone 
House, Bishopsgate, London, E.C.2. 


1 Farmhouseand Country Holiday Handbook. 1938. Pp. 36. 
6d. Obtainable from the Farmhouse Holiday Bureau, 11, 
Southampton-row, London, W.C.1. 











